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HE coexistence of a chronic, progressive, de- 

structive form of arthritis with various der- 
mal and ungual manifestations of psoriasis has 
been observed so frequently, the two ailments are 
now regarded as having either a common cause 
or at least a similar pathogenesis. The exact na- 
ture of this relationship, however, is still obscure. 
A study of the literature on the subject indicates 
merely that this relationship is known through 
indirect evidence drawn from clinical observa- 
tions and that no recognizable cause has been de- 
tected for either the dermal or the articular com- 
ponents. 

Patients with this combination of symptoms 
may constitute difficult therapeutic problems. 
They may suffer pain and disability frem ar- 
thritis and at the same time be subjected to an- 
noyances and embarrassment by the stubborn, 
evil appearing skin eruption. If therapeutic ef- 
forts are directed mainly to the skin, the joints 
may well continue to impose serious handicaps. 
Should the skin disorder be neglected in favor of 
the joints, the dermal lesions may run rampant 
and cause local discomforts as well as intense 
psychic disturbances. 

From a historical standpoint, an association 
between psoriasis and arthritis appears first to 
have attracted the attention of French physicians 
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who wrote about this subject in the early years of 
the 19 century. Devergie® (1859) suggested the 
term “psoriatic rheumatism” and Bazin* pro- 
posed “arthritic psoriasis” as a means of identifi- 
cation. Bourdillon® (1888) defined the two ail- 
ments as manifestations of a single disease. 

As late as 1935, editors of the first Rheuma- 
tism Review** included only a brief section on 
arthropathic psoriatica, opening with the state- 
ment, “psoriatic arthritis has been neglected in 
the English and American literature.” To a con- 
siderable extent, Rheumatism Reviews have stim- 
ulated further interest and research in this field. 
As a result, subsequent issues have reported an 
increasing volume of data derived from a large 
number of publications on the subject. 

A retrospective view of developments of the 
past quarter century regarding psoriasis and ar- 
thritis suggests that students of rheumatic dis- 
eases have during this period aligned themselves 
into groups, depending upon opinions held con- 
cerning the nature of this problem. Some have 
concluded with Bourdillon® that psoriasis and 
rheumatoid arthritis are ailments with a com- 
mon pathogenesis, probably an inheritable char- 
acteristic. Others have adopted the view that 
they represent unrelated disorders brought to- 
gether by chance. Between, are those who have 
adopted fractions of both views. Sherman*® 
observed some patients in whom he believed pso- 
riasis existed accidentally with unrelated rheu- 
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matoid arthritis; but in others he found a form 
of arthritis that could be distinguished from the 
accidental association of psoriasis and rheuma- 
toid arthritis. Still others hold that—at least, in 
some instances—so-called psoriatic arthritis con- 
stitutes a symptom of a distinctive skin disorder 
and that neither true rheumatoid arthritis nor 
true psoriasis is present. 

Among patients with both psoriasis and ar- 
thritis, Hench'* observed three varieties; One 
in which psoriasis chanced to occur in individ- 
uals with unrelated rheumatoid arthritis; one in 
which psoriasis provoked a disorder having dis- 
tinctive features (psoriatic arthritis) ; patients 
in whom a destructive and specific change desig- 
nated “anthropathy” affected certain articula- 
tions in psoriatic individuals. 


DATA AND OBSERVATIONS 


The present study reviews data concerning 50 
patients in whom psoriasis accompanied a chron- 
ic progressive arthritis. Significant and unusual 
features of the clinical courses are described to- 
gether with data regarding results of therapy. 
Special diagnostic problems are illustrated. In- 
dividuals showing psoriasis with associated hy- 
pertrophic arthritis were not included in this 
study. 

Age at Onset: Patients with psoriasis and ar- 
thritis rarely, if ever, observed the onset of ar- 
thritis and psoriasis at the same moment. For 
the most part, psoriasis came first, and generally 
was said to have appeared either months or years 
before arthritis. Observations of patients regard- 
ing this point were not always reliable. In many 
instances, the examining physician suspected 
that psoriasis had been present—at least, in mild 
form—for months or years before the diagnosis 
was made. In some insensitive individuals exten- 
sive psoriasis had been overlooked completely or 
was regarded as one of life’s minor vicissitudes 
hardly worthy of attention. 

The onset of arthritis was generally noted 
with a good deal more precision, perhaps because 
of the resulting pain and disability. Among this 
series of patients, its onset was prior to age 20 
in five, between 20 and 40 in 38, and between 40 
and 50 years in seven. 

Table 1. shows a comparison between age of 
onset as given for psoriasis and for arthritis 
among the patients of this series; also age of on- 
set of uncomplicated rheumatoid arthritis as giv- 
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TABLE 1 


Age at Onset Rheumatoid Arthritis as Compared 
with Psoriasis and Arthritis 

















Rheumatoid Arthritis & Psoriasis 
Years Arthritis Present Series 
Arthritis Psoriasis 
0-10 1 
11-20 3 2 9 
21-30 6 + 19 
31-40 17 19 16 
41-50 21 23 5 
51-60 2 1 0 
61-70 1 1 0 
Total 50 =0 50 





en by 50 patients observed consecutively during 
one year. This table indicates that the age span 
for onset of arthritis with psoriasis was approxi- 
mately the same as among persons with rheuma- 
toid arthritis alone. Table 1. indicates also that 
the most frequent age of onset for psoriasis and 
arthritis is during the prime years, when family 
and economic responsibilities are generally at a 
maximum. The age of onset for psoriasis over- 
lapped that for the arthritis. 

Sex incidence of psoriasis and arthritis: A ma- 
jority of the patients with both psoriasis and ar- 
thritis were men (36 of 50), and this predomi- 
nance among males has been noted by some’® 
and not by others.’7?* In this feature the pres- 
ent series differed notably from experience with 
uncomplicated rheumatoid arthritis which affects 
women more often than men. 

Relationship of combined psoriasis and ar- 
thritis to hereditary : Occurrence of psoriasis and 
arthritis among other members of the patient’s 
family appears to have been extremely rare in 
these cases. None of the patients were aware of 
any family member who had both psoriasis and 
arthritis. Three stated that a parent had had 
chronic arthritis, probably rheumatoid arthritis, 
and psoriasis was known to have been present 
among other family members in six instances 
(four siblings, one mother, one father). 

Characteristics of the psoriasis: The dermal 
lesions did not differ in appearance from those 
observed in patients with psoriasis without ar- 
thritis. For the most part, the eruption appeared 
in the form of either plaques, papules, or pus- 
tules. Lesions were generally covered with scales 
which, when untreated, were silvery or mica-like 
in appearance. 

Localization of the dermal lesions was ex- 
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tremely variable; some showed only scattered le- 
sions, tending to involve elbows or knees; others 
had involvement of greater areas including face 
and scalp. Occasionally scales desquamated free- 
ly, causing considerable inconvenience from the 
debris which accumulated in the clothing or in 
bed at night. Intermediate varieties and stages 
also were encountered, including some with le- 
sions present only in the scalp or at a few dis- 
crete points about the trunk. Some showed le- 
sions only in nails, without involvement of the 
general skin surface. 

Course of psoriatic lesions: This was highly 
variable. A majority ran a chronic and persistent 
course. Abrupt and explosive outcroppings oc- 
curred occasionally and rather sudden and mys- 
terious episodes of remissions were also de- 
scribed, followed eventually by periods -of re- 
gression. In two patients, universal exfoliation 
was observed. This was not accompanied by fe- 
ver, or by any notable toxicity. In both, onset 
of exfoliation was accompanied by a profoundly 
painful and disabling flareup of the arthritis. 

Psoriatic involvement of nails was observed in 
36 patients. Among 14 in whom psoriasis did not 
affect the nails, the dermal lesions were severe 
and widespread. The earliest recognizable chang- 
es in nails were longitudinal ridges, rather deli- 
cate in appearance and involving the entire nail 
surface. Subsequently, irregularly shaped opaci- 
ties were noted, ranging in size from one to three 
millimeters in diameter and appearing first 
about the proximal portions of the nail surface. 
Later these migrated distally as growth pro- 
ceeded. Sometimes several nails remained nor- 
mal in appearance while others were badly af- 
fected. 

Nails severely involved showed various de- 
structive changes. These included tiny pits meas- 
uring from one-half to one millimeter in diame- 
ter, crumbling or disintegration of free mar- 
gins, and destruction of overlying nails by hyper- 
keratotic material formed on the nail beds. In- 
spection of distal margins of psoriatic nails of- 
ten disclosed spongy hyperkeratotic material lift- 
ing and undermining the nail plate. In some 
cases, hyperkeratoses affected proximal as well as 
distal portions of the nails, destroying the over- 
lving nail entirely and leaving only irregular 
mounds of debris. 

Among patients who showed psoriatic involve- 
ment of nails, terminal interphalangeal joints of 
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fingers and toes were frequently but not invari- 
ably affected by the arthritis. In this series, ad- 
vanced psoriatic changes in nails were present in 
four without involvement of adjacent inter- 
phalangeal joints. In two patients, toe nails 
were involved without recognizable arthritis of 
adjacent interphalangeal joints. 

Findings in biopsy specimens of psoriatic le- 
sions of skin: The histologic appearances of der- 
mal lesions as observed in biopsy specimens from 
patients in this series is shown in Figure 1. 
which shows sections from two individuals. 
These disclose lesions well known to pathologists 
as characteristic of psoriasis*—namely, edema, 
exudation of inflammatory cells into the dermis, 
micro-abscesses, and hyperkeratoses. No histo- 
logic features were observed by which these spec- 
imens could be distinguished from ordinary pso- 
riasis not accompanied by arthritis. 

Description of arthritis associated with pso- 
riasis: Although several distinct types of articu- 
lar disorders were recognizable among patients 
in this series, classification often was difficult 
because certain findings were debatable and be- 
cause features of the various groups were over- 
lapping. Members of the several groups were seg- 
regated, as in Table 2. 


TABLE 2 


1. Chronic progressive polyarticular arthritis without 
recognizable involvement of interphalangeal joints of 
toes, or of terminal interphalangeal joints of fingers 








o Seana: Wurdle sponidiy HIS: 2-623 2520s s ve ret eatteren ts 6 
3. Chronic progressive polyarticular arthritis with in- 
volvement of terminal interphalangeal joints of 


N 


fingers and interphalangeal joints of toes ...... 19 
4, Same: wrtls Spontighise.< fo. ieee euch odes secus's 2 
5. Spondylitis without involvement of peripheral joints 
SEAS cle US ond vO OTE OAL Ne PERE TOS Soles 1 
6. Hands and feet “en: lorgnette” ............5.. 1 





A majority of the patients presented a picture 
of chronic arthritis indistinguishable from rheu- 
matoid arthritis. Joints tended to be involved in 
a symmetrical manner. An irregularly progres- 
sive course, leading ultimately to more or less 
severe dysfunction was the rule. Muscular atro- 
phy and deformities such as usually accompany 
rheumatoid arthritis were encountered common- 
lv. In 21 patients in this group, terminal inter- 
phalangeal articulations of fingers were not in- 
volved and interphalangeal articulations of toes 
were spared. A second group, comprising six pa- 
tients, showed changes similar to the above in 
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peripheral joints, and in addition were found to 
have spondylitis. 

The third group, numbering 19 patients, 
showed chronic articular inflammation involv- 
ing joints of the extremities with the distinctive 
feature of arthritis involving the toes and ter- 
minal articulations of fingers. Among the indi- 
viduals comprising this third group were five in 
whom distinctive destructive lesions designated 
by Hench’* as the specific arthropathy of pso- 
riasis, were demonstrated in roentgenograms. 
These “pencil in cup”, “pencil to pencil,” and 
“ball and socket” deformities reflected a severe 
lytic type of inflammation rarely seen in other 
articular ailments such as uncomplicated rheu- 
matoid arthritis and neuropathic arthropathies. 

Two patients showed arthritis affecting var- 
ious peripheral joints including terminal inter- 
phalangeal articulations of fingers, together with 
spondylitis. In one, a man of 41, psoriasis ac- 
companied spondylitis without involvement of 
any joints of the extremities. The spinal disease 
in this instance could not be distinguished clini- 
cally from the spondylitis ordinarily designated 
rheumatoid spondylitis or Marie-Strumpell’s 
disease. Psoriasis was of moderate severity in- 
volving the skin about elbows and+knees. A num- 
ber of psoriatic plaques were present also about 
the umbilicus and the lumbar portion of the 
spine. Symptoms of spondylitis had been pres- 
ent for 14 year; psoriasis had been recognized 
for 10 years. 

One patient, a woman of 58, showed a bizarre 
articular disorder in association with extensive 
psoriasis. Digital joints of the hands and feet 
had undergone extensive destructive changes 
with an accompanying loss of structure of the 
bones. As a result, the digits were notably short- 
ened, the enveloping skin was folded into ac- 
cordion-like pleats, and the resulting deformity 
resembled that which has been designated “en 
lorgnette.”” This patient had been aware of ar- 
thritis for at least 35 years and had been aware 
of psoriatric lesions 40 years. The arthritis, had 
become relatively painless and the resulting dis- 
ability was attributable mainly to hypermobil- 
ity and loss of control of movements of the dig- 
its. 

General comments regarding arthritis ac- 
companying psoriasis: Excepting for relatively 
minor details which distinguished localization of 
affected joints in certain instances, arthritis did 
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not differ in appearance from that encountered 
in uncomplicated rheumatoid arthritis. Some pa- 
tients showed articular effusions, some acquired 
flexion and hyperextension deformities, some 
showed various subluxations. Deviations of fin- 
gers in the ulnar direction was a frequently ob- 
served phenomenon in advanced cases, and some 
showed lateral deviations of toes. Various vaso- 
motor disturbances including cold cyanotic ex- 
tremities, excessive sweating, and capillary dila- 
tations in skin about thenar, hypothenar emi- 
nences, and about the beds of the nails also were 
encountered. 

Complications: Uveitis, subcutaneous nodules, 
and nonspecific urethritis were noted among the 
patients of the present series. 

(a) Uveitis: Severe unilateral uveitis with 
involvement of the sclera as well as the iris was 
encountered in three patients. In two this condi- 
tion had been episodic and had healed without 
recognizable residue. In a third patient, posterior 
synechia had interfered with vision in one eye. 
No examples of perforating nodular scleritis 
were encountered among these patients. 

(b) Subcutaneous nodules: Large para-artic- 
ular nodules characteristic of rheumatoid arthri- 
tis were observed in 11 patients of the first group 
and smaller nodules located along the course of 
tendon sheaths and especially about the fingers 
were present in six. Three patients reported that 
nodules had appeared and disappeared repeated- 
ly over a period of years. A biopsy specimen of 
a nodule from the elbow region is shown in Fig- 
ure VIIT. This showed spreading necroses. and 
surrounding inflammation indistinguishable 
from that seen in nodules of uncomplicated rheu- 
matoid arthritis. 

(c) Nonspecific urethritis: This complication 
was observed in two male patients. Both experi- 
enced recurrent episodes of urethral discharge 
that persisted despite treatment with antibiotics. 
Both were suspected of having gonorrhea but 
bacterial smears and cultures were negative for 
Neisserian organisms in both instances. In one 
patient, urethritis had persisted for periods of 
six and eight months; in the second, the dura- 
tion had been three and four months for two 
attacks. 

Laboratory findings: As a rule, blood counts 
revealed either normal numbers of erythrocytes 
or moderate grades of hypochromic anemia. The 
range of erythrocyte counts observed in numer- 
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Figure 1. a. Histologic appearance of biopsy speci- 
men from a patient with psoriasis and arthritis. 
The appearance of the hands of this patient are 
shown in Figure 4. The section reproduced above 
shows characteristic inflammation in the form of a 
micro-abscess in the dermis. 


ous tests was 3,100,000 to 5,200,000. Hemoglo- 
bin values ranged from 7 to 16.4 grams per cent. 
Intense activity of the arthritis often was as- 
sociated with secondary anemia. Total leucocyte 
counts and differential counts showed no distinc- 
tive patterns. The range of total leucocyte count 
was 5,200 to 15,500 (average 9,100). Serum lev- 
els of sodium, potassium, chlorides, urea, creat- 
inine, uric acid cholesterol, and cholesterol es- 
ters were found to lie within normal limits. Sedi- 
mentation rates of erythrocytes were elevated in 
38 at the time of first examination (22 to 90 
mm. Westergren). 

Examination of synovial fluid: Examination 
of synovial fluids removed from knees in eight 
showed total protein levels ranging from 3.9 to 
4.8 grams (average 4.2 grams). Cell counts 
ranged from 900 to 20,500. Cells were identi- 
fied predominantly as polymorphonuclear leuco- 
cytes and only occasionally were other cells in- 
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b. Low-power enlargement of histologic specimen 
removed at biopsy in same patient, showing char- 
acteristic lesions of psoriasis, including micro-ab- 
scess, hyperkeratosis of epithelial layers, and edema 
and infiltration of the epithelial structures with a 
variety of inflammatory cells. 


cluding plasma cells and endothelial cells identi- 
fiable. In many instances, cells were fragmented 
or took dyes poorly, making identification im- 
possible. Chemical determinations were available 
for six of the eight synovial fluids studies. These 
showed glucose 56 to 84 milligrams per cent, 
uric acid, 1 to 3.2 milligrams per cent, calcium 
5.8 to 9.2 milligrams, and phosphorus 4.2 to 4.5 
milligrams. 

Synovial biopsies: Histologic appearances of 
synovial tissues removed from patients with pso- 
riasis and arthritis have been variously reported 
as showing lesions similar to and somewhat dif- 
ferent from those encountered in uncomplicated 
rheumatoid arthritis. In Figure 2, a section is re- 
produced from synovial membranes taken from 
a knee in a patient with severe destructive “pen- 
cil-in-cup” deformities of the feet. This section 
showing hypertrophy of synovial villi, edema of 
the subsynovial tissues, and both diffuse and fol- 
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Figure 2. Appearance of histologié preparation from 
synovial tissues removed from knee of patient with 
psoriasis’ and associated arthritis which involved 
interphalangeal articulations of toes, also distal in- 
terphalangeal articulations of the fingers. The pho- 
tograph reflects changes which have been desig- 
nated as characteristic for the synovial membranes 
of uncomplicated rheumatoid arthritis—namely, hy- 
pertrophy of the villous structures, infiltration with 
various inflammatory cells, and edema fluid. A 
nodular or follicle-like collection of lymphocytes 
is notable in the hypertrophied villous. 


licle-like infiltration of various inflammatory 
celis appeared in no way distinctive from those 
regularly observed in uncomplicated rheumatoid 
arthritis. 

The photograph in Figure 2 shows tissue from 
a second instance in which biopsy was performed 
at the knee joint. A male patient, aged 47, had 
extensive psoriasis since the late teens. A pro- 
gressive and deforming arthritis had appeared in 
the upper and lower extremities at age 32. In- 
terphalangeal joints of toes had been affected, al- 
so terminal phalangeal joints of fingers. At the 
time of an exploratory procedure involving the 
right knee, synovial tissue was removed for biop- 
sy. This section showed hypertrophy of synovial 
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Figure 3. Histologic appearance of biopsy specimen 
from patient with psoriasis and psoriatic arthritis. 
Hematoxylin and eosin stain. This specimen shows 
various degenerative changes in muscle fibers re- 
sulting in irregular staining, loss of normal stria- 
tion of muscle fibers, and intense infiltration of the 
muscle bundle with inflammatory cells. 


villi, infiltration with edema fluid and with vari- 
ous inflammatory cells [mainly plasma cells |], and 
various mononuclear types of leucocytes. Occa- 
sional eosinophilic and neutrophilic polymorpho- 
nuclear leucocytes were observed but these con- 
stituted a small minority of the cells. This tis- 
sue resembles synovial tissues sometimes found 
in rheumatoid arthritis but shows no accumula- 
tions of leucocytes in follicles such as are seen in 
the section from Figure 2. 

In articular tissues removed by Bauer? and as- 
sociates from a patient with severe psoriatic ar- 
thritis, articular structures and terminal portions 
of adjacent bones were replaced by proliferated 
fibrous tissues showing little or no evidences of 
inflammation. This lesion was not observed in 
the material available for the present study. 

Other pathologic phenomena of psoriasis and 
arthritis: Effects on muscle. From the stand- 
point of clinical observations, muscle tissues 
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showed changes, similar to changes observed in 
muscles of patients with arthritis and without 
psoriasis. Adjacent to affected joints, muscles be- 
come atrophic and weakened to a degree depend- 
ent upon the severity of involvement of the near- 
by joints, and related also to the duration of the 
disease. In far advanced cases, atrophic and 
wasted muscles were at times responsible for se- 
rious difficulties in locomotion, and in some 
instances interfered markedly with use of the up- 
per extremities. 

A woman, aged 42, had psoriasis since age 20 
and arthritis since age 25. Arthritis involved 
upper and lower extremities and in both hands, 
terminal interphalangeal joints were affected to- 
gether with psoriasis in adjacent nails. A muscle 
biopsy, Figure 3, revealed dense inflammatory 
exudate in interfibrillar spaces especially marked 
about small blood vessels. For the most part, the 
cells of this exudate appeared to be lymphocytes 
and plasma cells. Polymorphonuclear leucocytes 
were seen occasionally. Some muscle fibers 
showed severe degenerative changes with loss of 
striation and abnormal staining reactions. 

Histologic features of skin lesions: Micro- 
abscesses in the dermis, edema, and various in- 
flammatory infiltrations of the upper layers of 
the skin, severe keratotic excrescences, and pres- 
ervation of the basic architecture of the skin 
characterized tissue removed from a patient with 
extensive psoriatic arthritis and psoriasis of 
widespread regions of the skin. The section re- 
produced in Figure 4 shows the pathologic 
changes of the skin lesions. 

Roentgenographic findings: Roentgenographic 
findings among the patients of this series encom- 
passed an extensive variety of alterations. Details 
of the various changes were so numerous that an 
extensive treatise would be required for their 
complete description. In brief, these changes 
may be described as occurring in progressive 
stages. 

Early involvement of peripheral joints often 
was present without recognizable alteration of 
roentgenographic appearances. With progression 
of the process, loss of density appeared indicat- 
ing osteoporosis of subchondral bone. Further 
progression resulted in narrowing of interartic- 
ular spaces, appearance of cystlike lesions in 
bone-ends, and various excavations about osse- 
ous margins. These resembled roughly in appear- 
ance the osseous lesions of gout. These comments 
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Figure 4. Roentgenographic appearance of distal in- 
terphalangeal joint of patient whose hands are 
shown in Figure V. An inflammatory process has 
invaded the distal portion of the second phalanx, al- 
so the proximal surfaces of the distal phalanx. Loss 
of bone substance is progressing. The articular 
surfaces are invaded and cartilage-space has become 
somewhat narrowed and irregular. 


applied to cases in which patients showed arthri- 
tis resembling rheumatoid arthritis; also, to 
those in whom terminal phalangeal articu- 
lations and toes were involved. Presence of 
roentgenographic changes in distal interphalan- 
geal joints and in the toes was considered a dis- 
tinctive phenomenon per se, and whenever ob- 
served, such changes were considered as indicat- 
ing that psoriasis might be present. 

More destructive appearances were encoun- 
tered among patients designated as suffering 
from “psoriatic arthropathy.” Distal portions of 
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Figure 5. a. Characteristic ap- 
pearance of a patient with psori- 
asis and associated arthritis, 
showing rather asymmetrical in- 
volvement of phalangeal articu- 
lations, also swelling with partial 
flexion deformities of distal in- 





fingers and left thumb. Several 
nails show psoriatic changes. 

b. Appearance of the fingers 
of a patient with psoriasis and 
psoriatic arthritis. Characteristic 
changes are observed in nails of 
the first, second, third, and fifth 
fingers, also swelling and de- 





formity of terminal interphalan- 
geal joints of third and fifth 
fingers. 


c. Photograph of feet showing 
psoriatic changes in nails, also 
articular swelling of right sec- 
ond toe and left third toe. 





terphalangeal joints of middle 


some long bones showed more complete deterio- 
ration, erosion of portions of shafts to produce 
the “pencil-in-cup,” “pencil-to-pencil,” and “ball 
and socket” appearances. In such instances prox- 
imal portions of shafts distal to the pointed 
bones showed deep excavations of articular sur- 
faces; also various prolongations of articular 
margins to form a cuplike appearance. 

Among patients with spondylitis accompany- 
ing psoriasis, osteitis of sacroiliac margins, fusion 
of sacroiliac joints, and varying grades of calcifi- 
cation of intervertebral ligaments were the rule. 
These changes were similar to roentgenographic 
changes observed in patients with uncomplicated 
rheumatoid spondylitis. 

A review of experiences among 50 patients ye- 
ported herein indicates that present day meas- 
ures have by no means solved the problem of 
therapy for psoriatic arthritis. Treatment 
achieved remarkable success in some, and left 
much to be desired in others. In general, the ap- 
proach to treatment was based on the principle 
that a strong kinship exists between arthritis as- 
sociated with psoriasis, and uncomplicated rheu- 
matoid arthritis. No single remedy was regularly 
effective. 

Treatment programs were directed toward the 
separate aspects of the disease and took into ac- 
count such factors as economic status, altering 
manifestations of the disease, and psychological 
makeup of patients under consideration. Rest 
and planned activities were prescribed in detail. 
Some, terribly debilitated and suffering from ac- 
tive articular inflammation, required almost con- 
stant rest in bed. For those in whom the disease 
was less active, nearly normal degrees of activity 
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were permitted. Joints, more acutely affected, 
were further encouraged to rest through the use 
of casts, splints, and other supports. 

A second phase of treatment involved employ- 
ment of physical therapy. Apparatus for apply- 
ing heat was adapted to the individual’s situa- 
tion. Warm tub baths, hot compresses, electric 
pads, infra-red bulbs, and simple bakers were 
considered satisfactory. Wherever possible mas- 
sages were provided as a daily measure and so far 
as possible, family members were taught to ad- 
minister massage at home. 

Exercises appropriate to individual situations 
were administered with assistance of family and 
professional technicians. 

Psychotherapy was employed deliberately in 
many instances, with the primary aim of remoy- 
ing unusual psychological stresses and strains. 

Attention to focal infection was confined to a 
conservative appraisal of teeth, tonsils, sinuses, 
and other suspected sites. Surgical removal of 
infected organs was approved only if the infec- 
tion was proved unequivocally, and if the surgi- 
cal procedure involved could be accomplished 
without notable risk. 

Chrysotherapy was employed with conserva- 
tism and with due regard to the possibilities of 
toxicity. Occasional patients showed improve- 
ment during therapy with gold. However, the 
variable course of these ailments precluded a pre- 
cise estimate of this agent. For patients in whom 
the articular disease was progressive, employ- 
ment of gold was judged to be a justifiable pro- 
cedure. 

Dietary measures played a minor role in treat- 
ment programs. Well balanced diets, adequate in 
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Figure 6. Feet of patient with widespread arthritis 
and psoriasis showing collapse or telescoping of 
digits resulting from absorption of underlying 
phalanges. 


vitamins and containing sufficient bulk to com- 
bat constipation, were planned individually. For 
those who lost weight, an effort was made to in- 
crease caloric intake. Overweight patients were 
encouraged to reduce. 

Salicylates, ineffective in relieving the funda- 
mental process were generally effective in provid- 
ing temporary relief from stiffness and soreness. 
Small doses of barbiturates were employed to al- 
leviate restlessness and to aid in securing sleep. 
Narcotics were needed rarely when unusually 
severe pain was encountered. 

Principles approved for the employment of 
steroids in uncomplicated rheumatoid arthritis 
were employed for the treatment of these pa- 
tients. With careful regard to the vicissitudes of 
steroid therapy, cortisone, hydrocortisone, and 
other more recent additions to this family of 
compounds supplemented other measures. Al- 
though benefits obtained with steroids could not 
be separated precisely, notable relief of arthritis 
was ascribed to the steroid in many instances. 
These products aggravated the skin lesions in 
some but benefited many. Direct treatment of 
dermal lesions with a variety of preparations con- 
taining extracts of coal tar and with ultraviolet 
irradiation was carried out as a routine measure 
in every instance. 


DISCUSSION 


Studies of the incidence of psoriasis with 
chronic arthritis have been reported by many 
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Figure 7. Histologic appearance of subcutaneous 
nodule removed from patient with psoriasis, chronic 
articular inflammation with involvement of inter- 
phalangeal articulations of toes, and terminal in- 
terphalangeal joints of fingers. The nodule, located 
at the tip of an elbow, had been present at least 
three years. Hematoxylin and eosin stain. The 
photograph shows a central necrotic zone sur- 
rounded by various inflammatory layers of cells, an 
appearance characteristic of nodules found in asso- 
ciation. with rheumatoid arthritis not complicated by 
psoriasis. 


writers in recent years. This material has been 
summarized recently by Gribble** whose tables 
show the coincidence rate as ranging from 2.6 to 
5.6 per cent among several series. The incidence 
of psoriasis in the general population — as re- 
ported from the United States, Denmark, Eng- 
land, and Sweden — has ranged from 0.1 to 1.0 
per cent, indicating that psoriasis has been ob- 
served at least three times more frequently 
among patients with chronic progressive arthritis 
than among the nonarthritic population. 

If one approaches the problem of coincidence 
from another viewpoint—that is, from an analy- 
sis of the incidence of arthritis among patients 
suffering from psoriasis — the results are even 
more suggestive of an entwinement of the two 
conditions. Various studies of this relationship 
have shown that arthritis may be expected as a 
complication in from 1:10 to 1:4 in persons with 
psoriasis. Differing opinions as to what might 
rightfully be designated arthritis must account 
to some extent for the variations in observations 
reported by writers on this subject. 

What is psoriatic arthritis? One cannot readi- 
ly answer this question. A study of the literature 
on this subject indicates that few writers have 
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been in agreement as to definitions of psoriatic 
arthritis, hence in many instances unrelated ar- 
ticular diseases, including gout and osteoarthri- 
tis, have been designated psoriatic arthritis. 


Arthritis associated with psoriasis has assumed 
a distinctive pattern. This pattern, standing 
apart from the expected pattern of uncompli- 
cated rheumatoid arthritis, is of itself by no 
means a constant pattern. Rather, infinite varia- 
tions are observed, and hardly a patient can be 
found in whom all the so-called, characteristic 
features are present. Nevertheless, one may epit- 
omize the picture of the patient with psoriatic 
arthritis. Terminal interphalangeal articulations 
of fingers are likely to be involved, usually 
in association with psoriatic changes in ad- 
jacent nails. Interphalangeal articulations of toes 
are similarly involved and generally, adjacent 
toe-nails show the lesions of psoriasis. Terminal 
interphalangeal articulations of hands and inter- 
phalangeal articulations of toes are only excep- 
tionally affected in uncomplicated rheumatoid 
arthritis, although this finding is far from un- 
known. 


A frequently encountered difficulty results 
from the fact that Heberden’s nodes, or osteo- 
arthritis of terminal interphalangeal articula- 
tions of fingers, are not at all uncommon and 
may easily be mistaken for the inflammatory ar- 
thritis of terminal interphalangeal joints in pso- 
riasis. There may be no solution to the question 
during the patient’s life although psoridsis is a 
more likely cause of terminal interphalangeal ar- 
thritis in a young person, and especially if inter- 
phalangeal joints of toes are involved and if the 
picture is otherwise characteristic. 


Some additional features that have been more 
baffling of definition have repeatedly been as- 
cribed to the typical patient with psoriatic ar- 
thritis. Thus, the onset of psoriatic arthritis of- 
ten has been designated as following some 
months or years after the onset of psoriasis. The 
general experience of the present series has been 
in agreement. However, many exceptions were 
encountered. Difficulty arises because many pa- 
tients do not take note of the exact timing of the 
onset of these ailments. 


A synchronicity of intensity for both psoriasis 
and arthritis has been considered essential to the 
diagnosis of psoriatic arthritis by some writers 
and it has been claimed also that effective treat- 
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ment of the psoriasis may result in effective con- 
trol of psoriatic arthritis. These relationships 
have been as difficult for the writer to ascertain 
as the relationships of onset. For an occasional 
patient, synchronicity was an outstanding fea- 
ture. In many, other features have been defined 
correctly but synchronicity of skin and articular 
components simply was not discernible in spite 
of a most detailed study. 


Arthritis, more readily controllable than would 
be expected in uncomplicated rheumatoid ar- 
thritis, is a feature that attributes to psoriatic 
arthritis a more flexible behavior and a greater 
tendency towards reversibility. This is the most 
controversial of all “distinctive” features of psori- 
atic arthritis. Even expert rheumatologists are 
handicapped in arriving at this judgment by a 
complete lack of standards on which to base 
judgment. Remissions may be expected among 
patients with psoriasis and in some instances of 
the present series, remissions were remarkably 
complete and long-lived. For others, arthritis 
was relentlessly progressive and remissions were 
not reported. 

A distinctive appearance of synovial tissues in 
psoriatic arthritis has been reported for isolated 
individuals. These reports have shown little 
agreement, varying from inflammation with in- 
tense hemorrhagic properties, to complete ab- 
sence of inflammation. The present review re- 
ports finding of synovial tissues indistinguishable 
from those of uncomplicated rheumatoid arthri- 
tis. 


The list of so-called distinctive features in- 
cludes also a high incidence of intermittent hy- 
droarthrosis among patients with rheumatoid ar- 
thritis. This feature was not noted in any of the 
histories as given by patients in the series sur- 
veyed for the present study. 


It is because of this long list of uncertain 
specific features that the writer approached a 
study of the subject with a determination to 
analyze experiences as reflected by run-of-the- 
mill cases in which progressive inflammatory 
arthritis is associated with psoriasis. Answers 
to the perplexing problems of etiology and path- 
ogenesis ‘of psoriasis and arthritis are not 
recognizable from inspection of data reviewed 
herein. As the two conditions occur in notably 
large numbers of persons, however, this relation- 
ship appears likely to be an intimate one. 
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SUMMARY AND CONCLUSION 


Among 50 patients showing both psoriasis 
and chronic inflammatory arthritis, several va- 
rieties or clinical types were encountered. These 
included instances in which articular symptoms 
presented distinctive clinical patterns and others 
in whom the joint disease resembled rheumatoid 
arthritis. Clinical features of these several varie- 
ties are reviewed; pathogenesis remained un- 
known for all. Pathologic material, skin, sub- 
cutaneous nodules, and muscle are described. 
The general principles of therapy for patients 
showing combined syndromes of arthritis and 
psoriasis are reviewed. 
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Treatment of pencillin reactions 


Forty-six patients with pencillin reactions 
were treated with penicillinase. ‘Twenty-four 
were treated with intramuscular penicillinase 
alone, with uniformly good results. The other 22 
patients had received previously or were given 
concomitant therapy with various antihistamines 
and/or ACTH and steroids. In 20 of these pa- 
tients, the favorable clinical response seemed to 
be directly attributable to penicillinase. In the 
two cases with a poor response, penicillinase was 
given weeks to months after the reaction started. 
Also, in one case that could be classified as only 
a fair response, penicillinase was given two weeks 
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after the onset of the reaction. No systemic toxic 
reactions to single or multiple injections of peni- 
cillinase were noted. A few patients complained 
of pain at the site of injection, and one had a 
local reaction with induration which may or may 
not have been due to the enzyme. No local or 
systemic toxic effects were noted in the 20 pa- 
tients and many guinea pigs reported in the 
initial study. Penicillinase should prove to be an 
extremely valuable adjuvant therapy in the 
treatment of penicillin reactions. R. M. Becker, 
M.D. A New Concept in the Treatment of Peni- 
cillin Reactions: Use of Penicillinase. Ann. Int. 
Med. June 1958. 
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compilation of all methods ever proposed 

for curing warts would run an interesting 
gamut of variety. Starting with old wives’ tales 
such as applying crumpled butterfly wings or 
rubbing the wart on a cut potato and burying 
the potato, the realm of treatment would pass 
through pseudoscientific conducts, the applica- 
tions of chemical caustics, electrocautery, gam- 
ma rays, surgical excision, medical prescriptions, 
shots, and psychotherapy. This unusually broad 
scope of therapy results from the fact that up- 
ward of 30 per cent of all warts (numerically 
speaking, not classifiably so) will regress spon- 
taneously in a period of a few months without 
any treatment’. Be that as it may, any new sim- 
ple, effective, and safe concept of dealing with 
warts should be reported. 


CLASSIFICATION 


It is most important to classify each verrucal 
lesion since one type is amenable to a particular 
treatment rather readily whereas another type 
fails to respond in like manner. Hence a brief 
review of classification and diagnosis is timely. 
However, categories vary from one textbook to 
another so that overlapping of the several ad- 
jectives has led to some confusion. 

Classification of warts is based on gross and 
microscopic pathological findings. Frequently, 
however, the body site of the lesion spells out a 
distinction in cytological and gross character- 
istics which differentiates one class of wart from 
another. The classification hereby proffered is 
based on gleanings and siftings from standard 
textbooks. 

1. Verruca vulgaris is the ordinary seed wart 
— a circumscribed discrete, single or multiple, 
rounded, papilliform, grayish or brownish lesion. 
Its sites of predilection are dorsal surfaces of 
fingers and hands, but the lesion may appear on 
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Old and New Concepts 


In Treatment of Warts 


any epidermal region. It is symptomless and 
grossly noninflammatory unless complicated by 
infection. In winter or dry weather, painful 
cracking and fissures may occur. 

2. Verruca plana juvenilis is a flat wart, seen 
primarily in children. It is small, smooth, dome- 
shaped, polygonal, dirty-gray to yellowish and is 
found primarily on the forehead or face and at 
times on flexor surfaces. Frequently it is grouped 
in numbers to the point of coalescence. It is seen 
often in conjunction with lichen planus or pso- 
riasis or along scratch marks. 

3. Verruca acuminata is better known as ve- 
nereal wart, or condyloma acuminatum. It ap- 
pears as an aggregate of small purplish-pink, 
tufted, or pedunculated lesions of varying lengths 
and flourishes near the mucocutaneous junctures. 
Sometimes an odiferous exudate covers these 
lesions. 

4, Verruca plantaris varies in size from pin- 
head to the circumference of a half-dollar. It is 
flat and resembles a callus. (It is important to 
differentiate plantar wart from plantar callus as 
later explained). It is seen on the sole or palm. 

There are three sub-types: 

a. Solitary pressure wart often seen under 
metatarso-phalangeal joint or os calcis. 

b. Multiple mother-daughter warts consist- 
ing of a primary lesion surrounded by 
vesicular satellites. Frequently these are 
misdiagnosed as tinea or dermatophytid. 

c. Mosaic warts of multiple patchy, pain- 
less areas that are difficult to cure. 

5. Verruca digitata presents in a cluster of 
finger-like projections with a small round base. 
They are capped by thick horny scales and bleed 
readily after trauma. They are found in the 
scalp, beard, and other hairy areas. 

6. Verruca piliformis also is called verrucae 
barbae. It appears as a threadlike, slender, pe- 
dunculated, flexible, smooth, flesh-colored lesion. 
It is readily spread by shaving but is frequently 
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found on the neck, eyelids, nares, and axillary 
folds. 

?. The subungual or periungual wart is ver- 
ruca vulgaris but its location creates such diffi- 
cult problems of treatment, alleviation of pain, 
permanent scarring, and nail damage that it 
deserves separate classification. 

8. Some authors include a group of lesions 
termed verruca senilis or pigmentosum, common- 
ly called seborrheic keratosis. Cytologically they 
resemble verrucae except the pigmentosal layer 
is involved and their etiology is not viral. 

Hunter? proposes to classify focal hyperkera- 
totic foreign body reactions to asbestos, cement, 
and fiberglas as verrucae. Here again, the cyto- 
logical picture is similar but by etiological defini- 
tion, the terms verruca and wart will not apply. 


ETIOLOGY 


Warts are caused by epidermal tissue reaction 
to an autoinoculable, filtrable virus. Carney* 
states that verruca plana juvenilis is caused by 
a different virus from that causing other types 
of warts. Tobias* postulates that various types 
of warts probably are due to the same virus but 
the diverse clinical picture is produced not only 
by anatomic location but differences in viral 
virulence or even mutations. Jordan and Bur- 
rows* state that the epidermal cells in warts con- 
tain intranuclear inclusion bodies. Sutton® found 
the incubation period to vary from four weeks 
to six months. 

Wile and Kingery® obtained a bacteria free 
filtrate of a wart, injected it intracutaneously in 
animals and observed the in situ generation of 
verrucae. Templeton’ inoculated along the same 
lines and noted delayed “takes” as long as a year 
later. McLaughlin and Edington® reported an 
epidemic of warts in factory workers due to con- 
tact with contaminated glue. Valade® reported 
epidemics of warts in school children in Michi- 
gan and numerous epidemics have been recorded 
by other authors. Kidd'® and Biberstein™ re- 
ported the classic immunologic reaction of anti- 
gen-antibody type to a wart virus filtrate. Re- 
gardless of the variables in types of warty lesions, 
the scope of treatments, and responses to multi- 
ple therapies, virus is the etiological factor. 


HISTOLOGY 
The gross pathology of each type of verruca 


is presented under classification. The tumor can 
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hardly be termed a neoplasm since it often re- 
gresses spontaneously. It is characterized by local 
acanthosis with hyperkeratosis forming a papu- 
lar structure usually elevated above the level 
of normal skin. The top shows clefts between the 
actively growing papillae, with black dots or 
strands so that an old wart may resemble a cauli- 
flower. It seldom shows irritation or gross 
inflammation unless infected secondarily. If in- 
fection is present, it should be cleared before the 
wart itself is treated. 

Warts may be differentiated from corns or 
calluses in that — after the overlying horny top 
is pared away — the warty papillomatous nature 
of the central part is evident. A callus so pared 
leaves a flat epidermis. The wart may bleed 
whereas a callus will not bleed at that depth. 

A review of definitions and reacquaintance 
with the histological structure of normal skin 
will simplify the study. 

Acanthosis (Greek: thorn, increase) : Mitosis 
and hyperplasia of stratum mucosum or prickle 
cell layer of epidermis usually associated with a 
normal basal cell layer (stratum germinativum). 

Hyperkeratosis (Greek: above, horny, in- 
crease): Thickening of keratinized stratum 
corneum and is generally associated with a prom- 
inent stratum granulosum. 

Parakeratosis (Greek : beside, horny, increase) : 
Overgrowth of horny layer due to disordered 
prickle cell layer and their maturation; it shows 
enucleated cells and scaling in corium. 

Papilla (Latin: nipple): Any small nipple- 
shaped process. 

Papula (Latin: pimple): Cireumscribed ele- 
vated area varying in size from pinhead to about 
5 mm. 

Nodule (Latin: knot): Enlarged papula vary- 
ing in size from 5 mm. to 2 cm. 

Rete (Latin: mesh): Network of fibrous tis- 
sue, nerve fibers, or small vessels. 

In Figure 1, the five layers of normal epider- 
mis are illustrated. In Figure 2, a section of a 
verruca vulgaris is drawn. The virus provokes 
granular degeneration of the cells of stratum 
germinativum whereas the dermis is noninflam- 
matory and only indirectly involved. The papil- 
lae are depressed, elongated, and thinned by over- 
growth of the entire Malpighian layer by mitotic 
prickle cells causing folds and projections into 
which extend thin strands of stroma. In some 
cases, the papillae show considerable increase in 
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Figure 1. Diagrammatic Section of Normal Skin 
(after Cunningham’s Human Anatomy). 

Note: Cornium: Horny layer shows rows of fiat, 
dry cells with no nuclei present. 

Lucidum: Flat translucent enucleated cells contain- 
ing only eleidin and occurring only on palms and 
soles. 

Granular: Degenerative granules in cytoplasm. 
Mucosum (Malpighian, squamous or prickle cells): 
Polygonal shape becomes flatter toward surface; 
cells separated by intercellular spaces, bridges, or 
prickles that actually are extensions of intracellular 
spongioplasm; lower 1/3 of cell layer frequently 
shows mitosis. 

Germinativum (Basal cell): Often shows mitosis; 
contains pigment layer and forms melanin; also held 
together by intercellular bridges. 

Dermis: Contains vascular and neural endings. 


Figure: 2. Sketch of Verruca Vulgaris at Micro- 
scopic 100X Power (from Lever’s Histopathology 
of Skin.) 

Note: Corium: Some cells retain their nuclei (para- 
keratosis); para- and hyperkeratosis over the crest 
of papillae. 

Lucidum: Practically obliterated. 

Granular: Vacuolated cells with shrunken (pyknot- 
ic) nuclei. 

Malpighian: Vacuolated and pyknotic nuclei in up- 
per layers; acanthosis; increase in cells and mitosis 
of nuclei; rete pegs bent to point radially to the 
base; papilla thinned and elongated (grossly looks 
like seeds — papillomatosis). 

Basalar: Some degeneration of a few cells of germi- 
nativum layer. 

Dermis: Noninflammatory but capillaries slightly 
dilated. 


Figure 3. Verruca Plana Juvenilis (from Lever’s 
Histopathology of Skin.) 

Note: Corium: Some hyperkeratosis with basket- 
weave appearance; no parakeratosis or papillomata. 
Lucidum: Practically obliterated. 

Granular: More extensive vacuolization and pyk- 
nosis. 

Malpighian: As compared to vulgaris there is more 
extensive vacuolization and pyknosis, less acan- 
thosis, no papillomata, and only slight elongation of 
rete pegs. 

Basalar: More melanin in cells of this layer than 
normal. 
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TABLE 1 
Treatment Modalities of Choice 








Type of Verruca Treatment of Choice 


Secondary and Remarks 








Vulgaris Electrodesiccation Liquid nitrogen is equally efficacious 

Plana Vieminckx’s Solution Bismuth or Fowler’s Sol. internally; avoid de- 
structive methods 

Acuminata Podophyllin Consistently good results; no need for alterna- 
tives; must not get in.eyes 

Plantaris Liquid nitrogen Use pressure doughnut around lesion, may be 

X-ray curetted and destroyed by cautery 
Digitata Electrodesiccation May pinpoint caustics 
Filiformis Snip lesion’s neck and cauterize base Needs no anesthesia; shave with electric razor 


Sub or Periungual 


Liquid nitrogen 





blood vessels approaching that seen in papillary 
nevi. There may be a loose infiltration of various 
mononuclear cells into the papillae. There is 
hypertrophy of the outer keratinized layer. The 
cells of stratum granulosum are acidophilic and 
vacuolated and some nuclei may contain inclu- 
sion bodies. Plana juvenilis differs in that there 
is little hyperkeratosis, papillomatata and only 
moderate acanthosis as shown in Figure 3. A 
section of verruca plantaris is seen in Figure 4. 

Carcinomatous transformation of these lesions 





Figure 4. Verruca Plantaris (from Lever’s Histo- 
pathology of skin.) 

Note: Corium: Much thicker; extensive parakera- 
tosis and considerable hyperkeratosis. 

Lucidum: Thicker and more vacuolated cells, some 
with nuclei. 

Granular: More vacuolated cells with pyknotic nu- 
clei. 

Malpighian: Cells somewhat like granular layer 
cells in upper layers of mucosum; rete pegs point 
more radially as toward edges of lesion. 

Basalar: Some degeneration of a few cells; less 
thickness of entire layer. 

Dermis: Some infiltrative white cells and dilated 
capillaries. 
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Painful lesions; avoid scarring 





is rare although occasionally a veurrucal form of 
senile keratosis or a squamous cell carcinoma 
with a prominent papillary hyperkeratotic sur- 
face is erroneously regarded as having arisen 
from a verruca, according to Anderson’. 


TREATMENT 


Though the modalities of treatment are legion, 
the most conventional deserve review. Table 1 
lists the therapies of choice for each type of 
verruca. 

Several factors must be considered in selecting 
a mode of treatment. Since warts generally occur 
on exposed areas, scarring should be avoided or 
minimized. The ideal procedure also should be 
simple to perform, not painful, avoid repeated 
applications, allow speedy healing, avoid perma- 
nent damage, deny recurrences, spare the pa- 
tient’s pocketbook, and should not interfere with 
the performance of the patient’s usual duties. 

Oral Medications: Equivocal results have 
been obtained by giving mercury protoiodide gr. 
14, 1 or 2 daily after meals for two months. 
Bistrimate®* 1 tablet three times a day after 
meals for three days; then two tablets three times 
a day for two months. Fowler’s Solution may be 
helpful in the plana juvenilis type. 

Parenteral Injections: Intramuscular injec- 
tions also have been equivocally effective. Weekly 
intragluteal injections of bismuth salicylate for 
upward of 15 weeks was effective in 33 per cent 
of Lurie’s™* cases. Sulfarsphenamine 0.2 gm. for 
two injections was shown to be about equally 
capable. 

Vaccine Therapy: When all other methods of 
treatment fail, a sterilized solution of macerated 
wart in normal saline strained through a Berke- 
feld N filter may be injected intracutaneously 
bi-weekly. 





*Smith, Carroll Dunham Pharmaceutical Co. 
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Injections of Lesions: The lesion is injected 
with a sclerosing agent. The needle should be 
inserted directly into the wart rather than in the 
corium or subcutaneous tissues. Some of the so- 
lutions so used are sodium morrhuate, quinine 
and urethane, equal parts 50 per cent dextrose 
and 30 per cent chloride, potassium oleate, and 
1.5 per cent bismuth sodium tartate. The injec- 
tions are accompanied by pain and some foreign 
body tissue reaction. 

Surgery: Surgical excision is prone to bring 
recurrences, redressings, and inevitable scarring 
in exposed areas. If a lesion is extracted from 
over a joint, a splint should be used until heal- 
ing is complete. 

Electrodesiccation: A monoterminal spark- 
gap machine will destroy these lesions but the 
process is painful and requires procaine infiltra- 
tion prior to use. Care should be taken to avoid 
extending too far beyond the lesion thereby 
producing unwarranted escar. The wart should 
be fulgurated on the surface with medium volt- 
age. Thence the needle is inserted at several 
points around the edge of the lesion and directed 
toward its base with low desiccation voltage in- 
termittently applied. The top is lifted off and 
the base is curetted and fulgurated lightly. 
Sterile dressings are applied and ‘the area must 
be kept free of moisture for 48 hours. Wounds 
from electrosurgery are notorious in their slow 
healing. Scars frequently result. 

Cryotherapy: Dry ice or carbon dioxide snow 
may be formed into a pointed stick and applied 
for one to one and a half minutes, depending 
upon the depth of the wart. Liquid nitrogen is 
especially efficacious in freezing therapy for 
warts. Cryotherapy is painful: scarring and 
depigmentation may result. 

Radiotherapy: Radium implants and X-ray 
therapy are relatively painless, leave little scar 
ring, and infection is unusual. The method stim- 
ulates little objection from children. I leave dos- 
ages and techniques of radiotherapy to the der- 


Figure 5. Corrugated Box Top Fashioned Into a 
Shield. 
Note: Hole in center; this surrounds the verruca. 


matologists or roentgenologists. The treatment 
must be adequate in intensity or the lesion may 
become radioresistant. 

Chemical Caustics: Normal skin surrounding 
the lesion should be blanketed by protective pet- 
rolatum before caustics are applied. These 
chemicals are dangerous and prone to create ex- 
cessive scarring. Except in venereal warts, their 
use is not highly recommended. Vleminckx’s 


Solution and salicylic acid paste are much 
more innocuous. A brief list of agents used in 
chemical cautery should include: 


Podophyllin Resin 7.5 gm. 
Compd. Tr. Benzoin, q.s. ad 30.0 ce. 

Shake and apply to each lesion with applicator ; 
keep away from eyes. 
Sulfurated Lime Sol. 120.00 ce. 

( Vleminckx’s) 
Dilute 1:10 and apply locally twice a day. 
Salicylic Acid 18 gm. 

White Petrolatum, q.s. ad 30 gm. 

Apply locally to lesion. 

Other agents include bi- and _ tri-chloracetic 
acid, formalin, acid nitrate of mercury, and 
silver nitrate. 

Psychotherapy: I confess no experience with 


TABLE 2 
Results of Treatment With Vioform 3% 








Type of Verruca Days for Results 


No. of Cases 


Results Recurrences 





Vulgaris 
Plana 
Acuminata 
Plantaris 
Digitata 
Filiformis 
Periungual 


Good 33% 
Good 50% 
Good 0% 
Good 0% 
Good 0% 
Good 0% 
Good 25% 


12% 
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Figure 6C. Treatment With Ul- 
trasonic Energy. 


Figure 6B. Vioform Cream 3%, 
Applied in and Around Hole as 
Transmitting Medium for Ultra- 


Figure 6A. Shield Applied to 
Palmar Wart. 


Note: Adhesive tape holds shield 


firmly in place. sound. 


this modality. The rationale of psychotherapy is 
that nerve impulses stimulated by emotions may 
cause chemicobiologic changes in the affected 
tissues which damage or neutralize the virus. 


SUGGESTED TREATMENT 


Keeping in mind the criteria for the ideal 
treatment of verruca, a clinical investigation of 
a fin-de-siecle approach was initiated. Oliva’® 
reported successful obliteration of warts on vari- 
ous areas of children’s skin by simple direct 
application of idochlorhydroxyquin (Vioform®* 
cream, 3 per cent). The lesions usually disap- 
peared in six to 10 days, but the results with 
adults were disappointing. The results of our 
study using the cream alone are shown in Table 
2. 

To facilitate deeper penetration of the ointment 
into the lesion, ultrasound was utilized in the 
following manner: A corrugated pasteboard box 
lid was fashioned to fit the contour of the gen- 
eral area surrounding the verrucae as illustrated 
in Figure 5. Perforations were carved over each 
wart with the circumference slightly larger than 


*Ciba Pharmaceutical Co. 


the lesion. The cream was applied to the lesion, 
filling the perforation, and spreading over the 
corrugated shield beyond the diameter of the 
transducer head. Thus the cream was used as 
the coupling or conductive medium for applying 
ultrasonic energy. Sound waves, in turn, seem- 
ingly acted in an iontophoretic manner, driving 
ions into the hyperkerototic lesion. Iodine is said 
by Edwards’® and others to be virucidal. 

A low dose of ultrasonic energy — 0.2 to 0.4 
watts per square centimeter of transducer head 
surface for children and somewhat higher for 
adults — was given for three to five minutes 
and repeated daily if necessary. Dosages of ultra- 
sound at this extremely low intensity and short 
duration, along with protection by the aircore of 
the corrugated shield, make this safe to use even 
on children with unfilled epiphyseal lines in un- 
derlying bone. Lesions were treated on the cheeks 
and neck but not on the forehead or over the 
brain. Figures 6A, 6B, and 6C illustrate the 
application technique on a palmar wart. 

The results of treating warts with ultrasonic 
alone are shown in Table 3. Our findings are a 
bit better than those of Bauer’’ and others who 


TABLE 3 


Results of Treatment With Ultrasonic Only 








Days for 
Results 


Aver. No. Treatments 


Type of Verruca 


No. of Cases Results Recurrences 





Vulgaris 4 14 
Plana 6 14 
Acuminata (used podophyllin 

only) 
Plantaris 7 30 


Digitata 6 

Filiformis (used clipping method 
only) 

Sub-Periungual 5 


None 
None 


Good 60% 
Good 50% 


—results not complete 
Subsequent report 
forthcoming 


Good 100% None 


Good 50% None 
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TABLE 4 




















Type of Verruca Aver. No. Treatments Days for No. of Cases Results Recurrences 
Results 6 mon. 

Vulgaris 3 —— 20 Good 92% None 
Plana 11* 14 5 Good 100% None 
Acuminata (used podophyllin 

only) 
Plantaris 7 30 10 (subsequent report) 
Digitata 8 14 2 Good 100% None 
Filiformis (used clipping method 

only) 
Sub-Periungual 5 14 4 Good 100% None 








*One case on 7 year old required low dosage and 20 
treatments (see case histories). 

**Pain necessitated low dosages on three of four 
cases here and one of the two in which ultrasonic was 
used alone (Table 3). 


had good results on 40% of vulgaris cases. 

The clinical findings from using a combina- 
tion of Vioform cream, 3% and ultrasonic are 
shown in Table 4. 

In some instances, the entire wart was peeled 
out after the first treatment. Usually the lesion 
enucleated easily after three to six days. There 
was immediate cessation of pain in cases present- 
ing inflammation. With ultrasonic alone, there 
was powdering of the lesion but in combination 
with the cream, scaling and peeling were the 
modes of desquamation. After the first treat- 
ment, the warts exhibited deeper furrows around 
the papillae and a light tan discoloration with 
increased redness around the base. It is not with- 
in the scope of this paper to review the physio- 
logic effects and histologic consequences of ultra- 
sound. 

COMMENTS 

Our results appear encouraging and further 
trials of this procedure are warranted. In apply- 
ing the criteria for the ideal treatment to this 
method, we found no pain was involved, no 
scarring resulted, no healing of wounds was 
necessitated, no permanent damage obviated, and 
no recurrence after six months except as noted 
in tables. No reactions of contact irritation, al- 
lergy, or infection was encountered. The proce- 
dure is simple, inexpensive, and consumes little 
time. With the increase of ultrasonic machines 
in general practitioner’s offices, this method may 
be a valuable adjunct to the armamentarium of 
treatment. 

CASE HISTORIES 


W. F., a 26 year old male had a verruca vulgaris re- 
moved surgically from the pulp of his right index fin- 
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ger four weeks previously. A solid mass of warts had 
developed along the entire line of incision. This was 
incapacitating so far as his work as a warehouseman 
was concerned. After the third treatment in the manner 
described above, almost no hyperkeratosis was visible. 
Later the scar from the surgical wound was almost 
undetectable, bisecting Galton’s lines of the fingerprint. 

M. M., a 7 year old girl had a five inch area of ver- 
ruca plana juvenilis coalesced over the left knee. For 
safety’s sake, the intensity of duration were lowered to 
0.2 watts at one minute for 20 treatments irregularly 
spaced over a period of 35 days. The surface is now 
clear. Interestingly, five similar verrucae over the left 
elbow also disappeared. 

H. N., 51 year old right-handed painter had three 
digitate type warts in right axilla. When painting on 
lower levels, the lesions became traumatically irritated. 
Vioform cream was applied for 14 days with no ap- 
parent cure. When ultrasonic was added, the lesion 
shrunk and dropped out on the sixth treatment day. 

R. M., 54 year old man had a periungual wart for 
30 years. He had picked at it with pocketknives, scis- 
sors, and needles for many years. Prior to treatment 
with ultrasonic, it became infected and he had to per- 
form altered duty as a glass-bottle mold repairman. 
After the infection subsided, even though some inflam- 
mation and pain remained, ultrasonic with Vioform 
treatment was begun. After the first treatment, pain 
was relieved. Low dosage was necessary to avoid pain 
in treatment but the lesion was easily and painlessly 
enucleated after the fifth treatment. 

L. S., 33 year old bowling alley operator noted his 
bowling average falling because of a vulgaris wart on 
his right middle finger; this made it necessary for him 
to alter his delivery. After four treatments, both pain 
and lesion were gone. On his second subsequent outing, 
he bowled his first perfect 300-point game. 

I. H., 43 year old secretary had a palmar wart on her 
right hand that was irritated by typing. Ultrasonic was 
applied without ointment but pain was provoked by 
even the most minute dosage and the case was aban- 
doned after two treatment attempts. 
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SUMMARY 


The conventional modalities of treatment of 
verrucae are discussed. The etiology and _histo- 
logical background for classifying the type of 
wart are presented. The necessity of accurate 
diagnosis is stressed ; each verrucal type responds 
individually to different therapeutic procedures. 

A clinical evaluation of a new treatment meth- 
od is reported. It approaches many of the criteria 
for the ideal treatment. The method utilizes Vio- 
form cream, 3% and ultrasonic energy. The re- 
sults of this study indicate that further evalu- 
ation is warranted. 

619 KE. 12th. St. 
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Cerebral angiography 


“Stroke” is a nonspecific clinical term with 
the connotation of a more or less sudden cere- 
brovascular disturbance, but it is never an ac- 
ceptable conclusion or diagnosis. Cerebral angio- 
graphy permits a specific etiologic diagnosis to 
be made with proper differentiation between 
thrombosis, hemorrhage, and embolism as a 
prerequisite to rational medical or surgical ther- 
apy. Furthermore, it is noted that lesions that 
are primarily nonvascular may give rise to sud- 
acs, and others with chronic conditions. They 
den vascular symptoms simulating the general 
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picture of “stroke.” Angiography permits proper 
identification of these lesions, many of which are 
tumors or subdural hematomas, that may be 
amenable to definitive surgical treatment. Since 
“stroke” is listed as the third most common 
cause of death in the United States, one cannot 
escape the question: How many of this number 
are dying with potentially curable lesions? The 
relative simplicity and safety of cerebral angio- 
graphy, with the writer’s experience in more 
than 200 angiographies, is reviewed. Illustrative 
case reports are given. A. C. Johnson, M.D. 
“Stroke’—with Special Reference to Cerebral 
Angiography. Rocky Mountain M.J. May 1958. 
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Thrombosis, Blood Coagulation 
and the Diet 


ANCEL Keys, M.D., MINNEAPOLIs, MINN. 


mM“ researchers on coronary heart disease 

agree that atherosclerosis is the major 
underlying pathology but it is clear that the role 
of thrombosis also needs consideration. In the 
majority of fatal heart attacks, thrombosis is 
importantly involved and in perhaps one fourth 
of coronary deaths under 40 years of age, throm- 
bosis, is more conspicuous than the degree of 
atherosclerosis of the coronaries’. 

In view of the evidence that the development 
of both atherosclerosis and coronary heart dis- 
ease tends to be related to the character of the 
diet”, it is pertinent to ask whether the diet may 
influence thrombogenesis. Suggestive evidence, at 
least, is available from epidemiological research 
and from studies on blood flow and coagulation. 

It is well known that during and after World 
War II coronary heart disease mortality rates 
underwent large changes in many countries and 
that these changes tended to follow, with a lag 
of a year or two, major changes in the diet, par- 
ticularly in the fat content. In some countries, 
these changes in coronary heart disease were par- 
elleled by even more striking changes in the fre- 
quency of thrombo-embolic complications after 
surgery*. That populations differ in the incidence 
of post-traumatic thrombosis and embolism as 
well as in coronary heart disease has been re- 
ported for many years‘, both conditions appar- 
ently being relatively uncommon in populations 
habitually subsisting on low fat diets. 

It is not known how general or exact may be 
this apparent association between the diet and 
the tendency toward thrombogenesis and, in any 
case, conclusions about cause and effect require 
evidence as to the mechanisms involved. An obvi- 
ous line of inquiry is in research on blood coagu- 
lability. The addition of small amounts of food 





From the Laboratory of Physiological Hygiene, Uni- 
versity of Minnesota. 

While the Nutrition Committee of the Chicago Heart 
Association is sponsoring this article, the opinions ex- 
pressed are those of the author and do not necessarily 
represent the official view of that committee. 
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fats to blood in vitro greatly accelerates coagula- 
tion and the cephalin fraction of the fats seems 
to be responsible. But there is much controversy 
about the coagulability of blood drawn during 
the lipemic phase after a fatty meal. Many inves- 
tigators have reported accelerated coagulation in 
that phase but others deny the reality of the 
phenomenon or doubt its relevance to the situa- 
tion in vivo. 

Much of the current disagreement undoubtedly 
reflects the unsatisfactory state of present meth- 
ods for the quantitative study of blood coagula- 
tion. Almost all coagulation studies involve high- 
ly artificial condition—abnormal contact surfaces 
and motion of the blood, absence of the metabolic 
exchanges to which blood is exposed in the lungs 
and in the capillaries—as well as being only 
semi-quantitative. These methods may suffice to 
reveal clotting defects but are far from ideal for 
the estimation of hypercoagulability. 


With all these limitations, the published data 
as well as our own experimental results allow 
some conclusions. They indicate that when blood 
is drawn after a fatty meal: 


1) The clotting time of whole blood in plain 
glass is not consistently changed. 

2) The clotting for whole blood in siliconized 
tubes frequently is shortened. This is not 
always statistically significant in any one 
experiment with a small group of subjects 
but the trend is evident in almost all re- 
ports, including those by researchers who 
deny any effect. 

3) The clotting time of re-calcified plasma 
in the presence of Russell viper venom 
(Stypven time) is markedly shortened. 

4) In the hands of some researchers at least, 
platlet count, Christmas factor, and plasma 
heparinoids may be decreased and antihe- 
mophilic globulin activity may be in- 
creased, while prothrombin time may be 
slightly shortened. 

In my own laboratory, Doctors Esko Orma 
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and Douglas Rhodes have consistently found a 
marked acceleration of whole blood Stypven time 
as well as of plasma Stypven time after a fatty 
meal, and this does not seem to be dependent on 
the character of the fatty acids in the meal. 

Clearly, after a fatty meal the blood is po- 
tentially hypercoagulable in some respects. If 
the blood in the body were even exposed to the 
action of an incomplete thromboplastin similar 
to Stypven, then the stage might well be set for 
thrombosis. But at present this is only a theo- 
retical speculation. In the same way it is as yet 
questionable to what extent the changes ob- 
served microscopically in the capillary blood flow 
after a fatty meal are actually relevant to the 
thrombosis problem. 

Besides a possible direct influence on throm- 
bogenesis because of the production of hyper- 
coagulability, the question of other effects of the 
diet on the tendency toward thrombosis must be 
considered. In the first place, the presence of 
atherosclerosis undoubtedly promotes thrombo- 
genesis and may actually be a necessary condition 
for its development in most cases. So far as diet 
affects atherogenesis, it also influences thrombo- 
genesis. This suggests that a diet high in satu- 
rated fatty acids would favor eventual thrombosis 
via the sequence of hypercholesterolemia to 
atherosclerosis. 

Independent of such action, conceivably the 
diet may influence thrombosis or its consequences 
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Misuse of tranquilizers 


Psychotherapy is not the ability to write pre- 
scriptions for tranquilizers, any more than the 
ability to write prescriptions for antibiotics is 
characteristic of the internist’s ability. If we 
surrender to this easy type of therapy, we might 
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through an effect on the fibrinolytic power of the 
blood. One theory has it that fibrin formation 
and the beginnings of thrombosis are constantly 
being opposed by fibrinolysis. In any case, fibri- 
nolysis may dissolve a clot once it is formed and 
anything that affects the fibrinolytic power of the 
blood will, therefore, tend to influence the per- 
sistence of the clot. The claim that fatty meals 
inhibit fibrinolysis is intriguing but in this lab- 
oratory we have been unable to confirm this 
claim. Here again the situation is confused be- 
cause of the unsatisfactory state of current 
methods. 

To sum up, many varieties of evidence and the 
balance of inference certainly point towards an 
unfavorable effect of high fat diets and fatty 
meals on susceptibility to thrombosis. However, 
definitive proof is lacking and the need for im- 
proved methods and much more research is ob- 
vious. 
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as well let the manufacturers of tranquilizers 
contract with our cities to put the drugs into the 
reservoirs of drinking water. Then everybody 
would relax. R. Burbridge, M.D. Toxic Effects 
vania M. J. Aug. 1958. 

and Misuse of Tranquilizing Drugs. Pennsyl- 
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Case Finding in Diabetes — 


A Practical Screening Test 


ALBIN M. Brixey, Jr., M.D., JOLIET 


HE incidence of diabetes in the general popu- 

lation is estimated as about 2 per cent, with 
higher frequency in the older age levels (up to 
one out of every six women past the age of 65 
years).1 While a high index of suspicion is of 
value, still, as Weed puts it, “for the early detec- 
tion of diabetes, each physician, practitioner, and 
specialist alike, must perform a screening test, 
even though it be only a urine test for glucose 
one hour after a high carbohydrate meal, on 
every patient he sees.’ 

Many screening tests have been devised and 
used ; the one most commonly employed has been 
a simple random or fasting urinalysis. In one 
series* of 19,828 patients tested, 866 (approxi- 
mately 4.4 percent), had positive urine tests for 
sugar. Of these, 220 were examined further, from 
which a total of 10 new cases of diabetes was 
discovered. In another screening of 19,358 college 
students, there was an incidence of 70 cases of 
true diabetes in a total of 155 positive tests.* 

As a refinement of the single urine test for 
sugar to increase its efficiency in case finding, one 
group® has suggested that patients be instructed 
to collect a urine specimen two hours after eating 
a high carbohydrate meal. By this method, nine 
(1.3 percent) new cases of diabetes were dis- 
covered in 81 positive tests found in 694 after- 
meal urine examinations. 

Wilkerson® has pointed out that blood sugar 
tests are more specific and more sensitive for de- 
tection of diabetes than are urine tests alone. 

Duncan’ furthermore emphasized the value of 
postprandial blood sugar tests because fasting 
blood sugar values often are deceptively normal 
in mild diabetes. He suggests that the patient 
with a blood sugar of over 170 mg. per 100 ce. 
two hours after a liberal meal usually has dia- 
betes. Murphy*® too believes that hidden diabetics 
can be found by the use of urinalysis and blood 
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sugar test one to two hours after a carbohydrate 
rich meal. 

A modification of this plan was carried out by 
Englehardt and Greene,® who reported examin- 
ing a group of 500 subjects who had had previous 
negative urine tests for sugar. Hach was prepared 
for three days with a diet containing 300 grams 
of carbohydrate, then given a test meal contain- 
ing 118 grams of potential glucose followed by 
50 grams of glucose in solution. Venous blood 
and urine were examined one hour later. By this 
means 10 (2 percent) diabetics and eight (1.4 
percent) potential diabetics were discovered. 

Probably the largest series thus far studied 
has been the mass screening by the Georgia State 
Public Health Department with the utilization 
of random blood sugar tests in more than 500,000 
Georgians. In an analysis of about half of this 
group, in which follow-up glucose tolerance tests 
were administered to all suspects, Petrie, et al.'° 
revealed that 1.87 percent were referred to pri- 
vate physicians because of abnormal or borderline 
carbohydrate metabolism. There was no available 
correlation as to the frequency of true diabetes 
in this study because all suitable cases were re- 
ferred to private physicians for diagnosis and 
care; no diagnoses were made by the health de- 
partment. This study also points up the lack of 
correlation between blood sugar elevation and 
glycosuria: 20 percent of persons having abnor- 
mal glucose tolerance blood tests had no glyco- 
suria; 42 percent of those showing borderline 
blood tolerance tests had no glycosuria. 

Although Ratzan'' has not used the method 
for a screening test, but rather as a modified 
sugar tolerance test to determine the presence of 
diabetes in suspected persons, his breakfast test 
could be adapted for that purpose easily. It con- 
sists of three simple procedures : 

1. Fasting blood sugar and urinalysis. 

2. Standard meal; two slices of bread with 

butter to taste, one cup of coffee with a 
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TABLE 1 


Breakdown of Cases Tested, by Method of Screening for Diabetes 

















Urine Test Urine Test and Urine, Fasting 
Alone Fasting Blood Blood Sugar and 
Sugar 2 hour Postprandial 
Blood Sugar 
Positive -— 12* 190* 
Negative 566 199 1,361 
Total 566 211 1,551 


*See Text 





tablespoon of cream, and two eggs cooked 
to taste. This meal contains approximately 
32 grams of available glucose. 

3. 1144 to 1% hours later repeat blood sugar 

and urine tests. 

This test was interpreted in the same fashion 
as the glucose tolerance test. 

The present study consists of two groups of 
patients: (1) all new patients seen in the offices 
of the author and his associates and, (2) all pa- 
tients (except known and suspected diabetics) 
admitted on their services at Silver Cross Hos- 
pital and St. Joseph’s Hospital, Joliet, during 
1954, 1955, and 1956. In this three year period a 
total of 2,328 cases fell into the above categories. 
Of this total, 566 (Table 1) were tested by one 
or more urine examinations alone. No new cases 
of diabetes were discovered in this manner, as all 
these tests proved negative. 

Another group of 211 patients (Table 1) had 
both urine examinations and one or more fasting 
blood sugar tests. Of this series, 12 had abnormal 
findings. Two of the 12 with abnormal tests were 
proved to have diabetes. Of the other 10, four 
patients died in less than 24 hours after hospital 
admission from cerebrovascular accident or cor- 
onary vascular disease ; five had had initial blood 
sugar work after having received intravenous 
glucose and were subsequently shown by further 
tests to be normal. One was apparently found 
abnormal on the basis of a laboratory error be- 
cause all subsequent tests, including a glucose 
tolerance test, were normal. 


The final group consisted of 1,551 patients 
(Table 1) who were tested in the following man- 
ner: 

1. Eat and drink as desired up to midnight 
preceding the test. 

2. Fasting blood sugar and urinalysis. 

3. Standard test breakfast. 

4, Repeat blood sugar 2 hours following the 
test meal. 

The test breakfast containing approximately 
100 grams of carbohydrate, 17.5 grams of pro- 
tein, and 21.4 grams of fat was as follows: 
medium size banana 
shredded wheat biscuit 
cup of milk 
slices of bread 
pats of butter 

Coffee (black) as desired 
No added sugar, but saccharin or sucaryl 
as desired. 

This meal has become standard in both hospi- 
tal diet kitchens and was provided the patients 
automatically when the test was requested. It also 
was well known to the hotel coffee shop across 
the street from the author’s offices, so that there 
too it was obtained without any difficulty. 

Each subject was then classified as having (1) 
a normal (negative) test or, (2) an abnormal 
(positive) test, according to the criteria in Table 
2. 

In this manner 190 (12.24 percent) abnormal 
tests were found. As shown in Table 3, a total of 
160 (10.31 percent) of these were found to have 
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TABLE 2 





Primary Screening Level for 2-hour Postprandial Blood Sugar 








When the 2-hour Postprandial Blood Sugar is— 


Disposition — 








Below 120 mgm% _ 
Between 120 mgm% and 160 mgm% 
Between 160 mgm% and 200 mgm% 
Above 200 mgm% 
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Normal 

Normal (Glucose Tolerance Test above 150 mgin%) 
Abnormal (Glucose Tolerance Test) 
Abnormal—Indicative of Diabetes (Test repeated) 
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TABLE 3 


Breakdown of Abnormal 2-hour Postprandial Blood Sugar Tests 








PR | fh ER RI RE SF ORT ITS PET i LR Sh ARE 160 
a. Normal fasting blood sugar and memative Urine fESt 66s is cio cies ce seecceweescseesses 116 
Di. SAME TASEINE NOOU SITY, MEMALIVE TATINS OSE: 5.6 :6:<6:0:0:6.0:515:4:4.6- 60s sins eisie's wre wierolsin's wine's JI 
CO) ANGTs Pastner GOW Star DOGITIVE TLIO COS <5. 6:5:5:4. 0.004.030. 9:50 6 eisiererace's sieis. 9.9 9 esis does 13 
2. Suspected Diabetes 
a. Normal fasting blood sugar, negative urine test—lost to follow-up .............+05 11 
3. False positives 
a. Normal fasting blood sugar, negative urine tests and normal glucose tolerance test .. 19 





true diabetes. Among this latter group, 31 pa- 
tients, in addition to the postprandial blood 
sugar elevation common to the entire series, had 
a high fasting blood sugar (but with a negative 
urine test for glucose.) Another 13 patients had 
the additional finding of glycosuria. These 44 
patients, all of whom were subsequently proved 
to have diabetes, could have been discovered by 
one of the other screening tests. Eleven patients 
with abnormal postprandial blood sugar eleva- 
tions were lost to followup and are listed as sus- 
pected diabetics. A total of 19 (10 percent of all 
positives and 1.22 percent of the group tested in 
this manner), were shown to be false positives, as 
demonstrated by repeat tests and glucose toler- 
ance tests. 

The remaining 116 cases (7.48 percent) of the 
190 are new cases of diabetes which would not 
otherwise have been discovered at that time. In 
these 116 positive cases, one or more glucose tol- 
erance tests were carried out on a total of 99 
patients (the postprandial blood sugar was above 
200 mg. per 100 cc. blood in the other 17). Of 
this total, 75 patients showed no glycosuria, de- 
spite high blood sugar values, during the entire 
test. This total is much greater than that re- 
ported by Petrie, et al.*° but again emphasizes 
the variability in renal threshold for glucose, 


particularly in the older age group here studied. 
DISCUSSION 


While the incidence of newly discovered dia- 
betes is greater in this series than in many pre- 
viously studied, it should be pointed out that 
their ages are, in the main, in the upper bracket, 
and it will be noted (Table 4) that almost 77 
percent of all patients tested are above 40 years 
of age and almost 60 percent above age 50. Only 
3 percent are above age 79. 

In the reported series there are 44.6 percent 
males and 55.4 percent females. Almost all are 
white, there being but 1.1 percent Negroes in the 
entire group, but two of the positive tests were 
found in Negro women. As shown previously,’ 
the percentage of incidence of abnormal utiliza- 
tion of carbohydrate increases in almost a 
straight line from the age of 20 through 79 years 
(Figure 1). 

CONCLUSIONS 

1. This report covers a total of 2,328 individ- 

uals tested for diabetes in private practice. 

2. Of 566 patients checked by one or more 


urine tests for sugar, all were negative and 
normal. 


3. Of 211 patients who had both urine and 











TABLE 4 
Findings of 2-Hour Postprandial Blood Sugar, According to Age & Sex 
Age Total Tested Male Female 
Positive Negative Positive Negative 
0-9 years 10% — 56% — 14% 
10-19 2.10 — 1.12 — .98 
20-29 7.91 .28 ZAZ — 5.52 
30-39 12.32 — 4.53 .84 6.86 
40-49 17.84 98 6.36 1.25 9.20 
50-59 19.83 Zaz 8.78 .98 7.93 
60-69 22.94 2.69 8.07 2.83 9.34 
70-79 13.16 1.98 3.68 2.12 5.38 
80-89 2.97 14 98 — 1.69 
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Figure 1: Bar graph showing percent abnormal 2- 
hour postprandial blood sugar tests, according to 
age group. 

fasting blood sugar determinations, 12 
showed abnormality and two were true dia- 


betics. 
4. A group of 1,551 patients were examined 
by: 
a. Use of fasting blood sugar and urin- 
alysis. 
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b. Standard test meal containing approx- 

imately 100 grams carbohydrate. 
ec. Repeat blood sugar determination in 
two hours. 

5. In this manner, 190 abnormals were found, 
160 of whom were proved to have diabetes. 

6. Discovered by this procedure were 116 cases 
(7.48 percent) of diabetes, not demonstrable 
by urine tests nor by fasting blood sugar 
alone or in combination. 

?. There were 19 false positives (10 percent 
of all positives) in the group. 
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Ocular Aspects 


of Endocrine Exophthalmos 


FRANK W. NEWELL, M.D., Cuicaco 


HE ocular signs of Graves’ disease are so 

familiar to every physician, the ophthalmolo- 
gist seldom is consulted concerning their man- 
agement. Moreover, the clinician is well aware of 
the ocular problems that may be caused by sud- 
den depression of thyroid activity and directs 
his therapy in a manner calculated to produce 
minimal disturbance of the orbit. The wide- 
spread use of diagnostic methods to determine 
thyroid function and the kinetics of iodine me- 
tabolism have virtually eliminated blindness 
caused by malignant exophthalmos. 

However, the effective medical and surgical 
treatment of hyperthyroidism has not eliminated 
ocular complications as a problem but in many 
ways has made them the most important aspect 
of the disease. Usually, the thyroid abnormality 
may be controlled but the eye signs—which seem 
to be nearly divorced from the primary disease— 
give rise to cosmetic and visual problems particu- 
larly aggravated by their frequent but by no 
means invariable occurrence in women. 

Patients requiring ophthalmic care fall into 
three rather distinct groups: 

a) Those with acute thyrotoxicosis with eye 

signs that dominate the clinical picture. 

b) Those with ocular signs of thyroid disease 
without history or evidence of past or pres- 
ent thyroid abnormality. 

c) Those with aggravation of the ocular signs 
following effective therapy of thyroid ab- 
normality. 

In each of these groups is a subdivision of pa- 
tients who present signs predominantly in one 
orbit so that a unilateral ocular protrusion di- 
rects suspicion toward neoplasm or inflamma- 
tion, rather than systemic disease. 

It should be noted that in this country at least 
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the distinction between thyrotropic and thyro- 
toxic types of exophthalmos is believed by many 
to be unjustified. Clinically, however, it is well 
to distinguish between signs which appear to 
arise largely on the basis of sympathetic hyper- 
activity (lid lag, lid retraction, and stare) and 
those arising from edema of the orbit (ocular 
muscle palsy, conjunctival injection, glaucoma, 
papiiledema, and swelling of the lids). Exoph- 
thalmos may develop with either group of 
signs predominating and on occasion, both 
groups are present. Large degrees of exophthal- 
mos also may appear in either condition but 
when edema is present the exophthalmos has de- 
veloped rapidly, there has been no compensatory 
stretching of the lids, and exophthalmos is incom- 
pressible. Gradual development of exophthalmos 
permits compensating stretch of the lids and ex- 
treme degrees may develop without exposure of 
the cornea. 

Acute Thyrotoricosis with Predominantly 
Ocular Signs.—A patient with Graves’ disease, 
in whom the condition is ushered in with marked 
eye signs, has in no way a different systemic dis- 
ease than the patient with thyrotoxicosis who has 
either minimal or no ocular abnormality. Ocular 
signs may be dominated by congestive features ; 
edema of the lids and conjunctival congestion are 
prominent. These vatients may not present an 
obvious exophthalinos nor may lid retraction be 
particularly evident. 

Diagnosis of the primary disease usually is 
simple, provided the possibility of a thyroid ab- 
normality is investigated. Conversely, these pa- 
tients occasionally do not receive the prompt 
medical attention they deserve because of pro- 
longed and ineffective treatment for conjuncti- 
vitis or edema of the lids. 

Management of these patients must be di- 
rected toward gradual amelioration of the hyper- 
thyroid state with unusual care taken not to pro- 
duce hypothyroidism. Patients whose disease is 
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Figure 1. Severe orbital edema with congestion oc- 
curring with acute thyrotoxicosis. The patient was 
treated for allergic conjunctivitis for five months 
before the thyroid abnormality was diagnosed. 


Figure 3. Marked compensated exophthalmos with- 
out orbital edema. 





Figure 5. Ocular muscle palsy following ameliora- 
tion of thyroid disease. 


ushered in with orbital edema are particularly 
prone to develop the permanent crippling effects 
of endocrine exophthalmos: optic nerve involve- 
ment with changes in the visual fields, glaucoma, 
muscle palsies, and orbital stasis with an incom- 
pressible exophthalmos. 

Ocular Signs of Hyperthyroidism without 
Systemic Signs of Disease-—The occurrence of 
characteristic eye signs of hyperthyroidism in 
patients who demonstrate no signs of hyperthy- 
roidism presents a most difficult problem. Ocular 
signs may be those of sympathetic hyperactivity 
or orbital edema. If ocular protrusion is unilat- 
eral the diagnostic problem is even more difficult. 
Since diagnosis must be made largely by exclu- 
sion of other conditions causing exophthalmos, 
the physician can never be certain that the diag- 
nosis is the proper one nor can he release the pa- 
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Figure 2. Ocular signs of Graves’ disease occurring 
in a patient without present or prior evidence of 
thyroid disease. 










# ‘: é ! , 
Figure 4. The same patient as in Figure 3 following 
lateral blepharoplasty. 


Figure 6. The same patient after decompression of 
the left orbit by the lateral route. 


tient until the disease has completed its course. 
The differential diagnosis includes all of the 
causes of proptosis and exophthalmos and may 
require a most searching history and examina- 
tion. Particular attention should be directed to 
the possibility of the patient’s having received 
one of the thiouracil salts without having special 
attention directed toward a possible thyroid ab- 
normality. Roentgenographic examination of the 
orbit and optic foramen must be routine in such 
patients. Ocular conditions that must be ex- 
cluded include carotid-cavernous fistulas, neo- 
plasms and inflammations of the orbit, and my- 
asthenia gravis. In some patients, carotid angiog- 
raphy and special orbital studies may be re- 
quired to exclude local or neurologic disease. 
Ocular Changes Following Amelioration of 
Thyroid Disease-—Careful studies by Dobyns 
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the distinction between thyrotropic and thyro- 
toxic types of exophthalmos is believed by many 
to be unjustified. Clinically, however, it is well 
to distinguish between signs which appear to 
arise largely on the basis of sympathetic hyper- 
activity (lid lag, lid retraction, and stare) and 
those arising from edema of the orbit (ocular 
muscle palsy, conjunctival injection, glaucoma, 
papiiledema, and swelling of the lids). Exoph- 
thalmos may develop with either group of 
signs predominating and on occasion, both 
groups are present. Large degrees of exophthal- 
mos also may appear in either condition but 
when edema is present the exophthalmos has de- 
veloped rapidly, there has been no compensatory 
stretching of the lids, and exophthalmos is incom- 
pressible. Gradual development of exophthalmos 
permits compensating stretch of the lids and ex- 
treme degrees may develop without exposure of 
the cornea. 

Acute Thyrotozxicosis with Predominantly 
Ocular Signs.—A patient with Graves’ disease, 
in whom the condition is ushered in with marked 
eye signs, has in no way a different systemic dis- 
ease than the patient with thyrotoxicosis who has 
either minimal or no ocular abnormality. Ocular 
signs may be dominated by congestive features ; 
edema of the lids and conjunctival congestion are 
prominent. These vatients may not present an 
obvious exophthalinos nor may lid retraction be 
particularly evident. 

Diagnosis of the primary disease usually is 
simple, provided the possibility of a thyroid ab- 
normality is investigated. Conversely, these pa- 
tients occasionally do not receive the prompt 
medical attention they deserve because of pro- 
longed and ineffective treatment for conjuncti- 
vitis or edema of the lids. 

Management of these patients must be di- 
rected toward gradual amelioration of the hyper- 
thyroid state with unusual care taken not to pro- 
duce hypothyroidism. Patients whose disease is 
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Figure 1. Severe orbital edema with congestion oc- 
curring with acute thyrotoxicosis. The patient was 
treated for allergic conjunctivitis for five months 
before the thyroid abnormality was diagnosed. 
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Figure 3. Marked compensated exophthalmos with- 
out orbital edema. 





Figure 5. Ocular muscle palsy following ameliora- 
tion of thyroid disease. 


ushered in with orbital edema are particularly 
prone to develop the permanent crippling effects 
of endocrine exophthalmos: optic nerve involve- 
ment with changes in the visual fields, glaucoma, 
muscle palsies, and orbital stasis with an incom- 
pressible exophthalmos. 

Ocular Signs of Hyperthyroidism without 
Systemic Signs of Disease-—The occurrence of 
characteristic eye signs of hyperthyroidism in 
patients who demonstrate no signs of hyperthy- 
roidism presents a most difficult problem. Ocular 
signs may be those of sympathetic hyperactivity 
or orbital edema. If ocular protrusion is unilat- 
eral the diagnostic problem is even more difficult. 
Since diagnosis must be made largely by exclu- 
sion of other conditions causing exophthalmos, 
the physician can never be certain that the diag- 
nosis is the proper one nor can he release the pa- 
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Figure 2. Ocular signs of Graves’ disease occurring 
in a patient without present or prior evidence of 
thyroid disease. 
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Figure 4. The same patient as in Figure 3 following 
lateral blepharoplasty. 


Figure 6. The same patient after decompression of 
the left orbit by the lateral route. 


tient until the disease has completed its course. 
The differential diagnosis includes all of the 
causes of proptosis and exophthalmos and may 
require a most searching history and examina- 
tion. Particular attention should be directed to 
the possibility of the patient’s having received 
one of the thiouracil salts without having special 
attention directed toward a possible thyroid ab- 
normality. Roentgenographic examination of the 
orbit and optic foramen must be routine in such 
patients. Ocular conditions that must be ex- 
cluded include carotid-cavernous fistulas, neo- 
plasms and inflammations of the orbit, and my- 
asthenia gravis. In some patients, carotid angiog- 
raphy and special orbital studies may be re- 
quired to exclude local or neurologic disease. 
Ocular Changes Following Amelioration of 
Thyroid Disease-—Careful studies by Dobyns 





and by Rundle indicate that usually there is a 
slight increase in the degree of exophthalmos fol- 
lowing medical or surgical correction of hyper- 
thyroidism. However the cosmetic appearance is 
improved and the exophthalmos apparently de- 
creases because of the return of the abnormally 
retracted upper lid to its proper position. 

In a small group of patients following medical 
or surgical correction of hyperthyroidism there 
is progression of the exophthalmos with the pro- 
duction of an edematous orbit. This is a frequent 
complication of rapid ablation of thyroid func- 
tion but also may follow the most gradual re- 
duction. The complication is particularly likely 
in middle-aged individuals, particularly females 
near the menopause. 

A number of different modes of treatment 
have been developed for progressive exophthal- 
mos and they have been effective in preventing 
the exposure keratitis with the blindness that 
occurred several decades ago. Systemic thyroid 
extract, transfrontal orbital decompression, early 
tarsorrhaphy, and hypophyseal radiation (which 
also exposes the orbit to the radiation) have been 
effective and each has a definite indication. 


Persistent Ocular Complications.—There are 


a large number of eye disorders which occur sec- 
ondari!ly to exophthalmos. The majority are asso- 
ciated with an edematous orbit and solid type 
of exophthalmos but this relationship is by no 
means invariable. 


Increased intraocular pressure may occur 
either from orbital congestion, interfering with 
the intraocular vasculature, or represent merely 
a primary glaucoma unrelated to a thyroid ab- 
normality. There may be wide variations in the 
Schiotz tension measurements, depending on 
whether the patient directs his eyes upward or 
downward. Similarly, tonography in such pa- 
tients may show marked variations and the liabil- 
ity of the intraocular vascular volume may be re- 
flected as an apparent change in scleral rigidity. 

Ocular muscle weakness is particularly likely 
to involve the vertical muscles and may cause an 
extremely distressing and disabling diplopia. 
Electromyographic studies indicate the abnor- 
mality to be located in the weakend muscle itself 
rather than contracture of its antagonist. Muscle 
surgery in this condition frequently is not satis- 
factory and certainly should be deferred for at 
least one year to await spontaneous improvement. 
Correction of diplopia with prisms seldom is 
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satisfactory because of the large correction re- 
quired and the inability to eliminate diplopia in 
all of the fields of gaze. 

Disturbances of the optic nerve occur with 
moderate frequency and vary from papilledema 
to retrobulbar neuritis followed by optic atrophy. 
These complications develop independent of the 
severity of the exophthalmos and their course is 
not modified by surgical and medical therapy. 
It may be that these complications occur more 
frequently than is appreciated but are not diag- 
nosed because of failure to study the disks 
or to evaluate transient variations in vision. 

Women particularly find persistent exophthal- 
mos a cosmetic defect. The appearance may arise 
from continued retraction of the upper lid or 
from extreme degrees of proptosis which may be 
either the compensated or noncompensated type. 
It should be noted that surgical decompression 
of the orbit is unlikely to afford any cosmetic im- 
provement if the condition has persisted for 
more than six months. Recession of the levator 
may be effective in correcting refraction of the 
upper lid. For correction of the cosmetic defect 
in which the upper lid is not retracted, a per- 
manent lateral blepharoplasty is most effective. 


Orbital Decompression.—In recent years there 
has been increasing enthusiasm for decompres- 
sion of the orbit by means of resection of the 
lateral wall. The indications for the procedure 
have broadened to include persistent exophthal- 
mos and ocular muscle palsy in addition to 
rapidly progressive exophthalmos. The procedure 
may be carried out during the acute edematous 
stage or later, but the longer the disease has 
persisted the less marked correction of either ex- 
ophthlamos or muscle weakness will be obtained. 
There ought to be adequate trial of medical ther- 
apy but the development of muscle weakness 
should be a signal for surgery. The lateral ap- 
proach is associated with so few difficulties, par- 
ticularly compared with the transcranial opera- 
tion, that it should be widely utilized in the 
management of the disease. 

Lateral decompression may be carried out 
with decompression into the temporal fossa by 
means of an incision in the hairline in front of 
the tragus.. A bony opening some 30 x 30 mm. 
may be obtained. A simple approach is the 
Berke operation in which the Stryker saw is used 
to incise the lateral bony wall. Undoubtedly as 
large an orbital opening is not obtained with this 
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operation as with the transcranial approach, but 
it is adequate to reduce the exophthalmos from 
4 to 6 mm. and to relieve muscle palsy. 
Lateral Blepharoplasty——When extreme pro- 
trusion of keratitis threatens the eyes, a tempo- 
rary type of tarsorrhaphy may be indicated. Usu- 
ally, opposing denuded edges of the lids are 
sutured together and remain adherent. This type 
of procedure is not satisfactory for a permanent 
lateral blepharoplasty because, with passing 
time, the skin of the lids gradually thins until 
it is like transparent parchment. A far more sat- 


J. W. Dreyer, M.D., AURORA 


T HE last clinic that Dr. Christian Fenger 

gave was on a Friday afternoon in 1902. The 
patient was a man with a malady of the larynx; 
he needed a laryngectomy which, in those days, 
was a big operation. 

During the course of the afternoon, Dr. Fen- 
ger went into all of the differential diagnoses, 
then sketched out with colored chalk on the 
blackboard the anatomy of the neck and the lo- 
cation of the larynx. He was a good chalk artist, 
and held his chalk, as well as his surgical instru- 
ments, with the thumb and middle finger be- 
cause his index finger on the right hand had been 
amputated at the middle joint after an infection 
following an autopsy. 

After giving his lecture, Dr. Fenger operated 
standing on a platform because he was so short. 
He was a meticulous operator, but not too fast. 
He was kind to his assistants but little things an- 
noyed him. Once a nurse was holding a spotlight 
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isfactory procedure is that of Wheeler wherein 
the outer portion of the lids is split in the grey 
line, the lid margins are removed, and a tongue 
of lower lid [with skin and conjunctiva re- 
moved | is brought into a pocket of the upper lid. 
This yields an attractive full-thickness blepharo- 
plasty that retains the normal slope of the outer 
canthus. It is particularly beneficial in persistent 
exophthalmos as a cosmetic procedure where the 
condition has been present for so long that or- 
bital decompression will not help. 

950 HK. 59th St. Chicago 37 





Dr. Christian Fenger’s 
Last Clinic 






attached to a long cord. During the course of 
the operation, he stepped back and caught his 
foot in the cord. With a slight Danish accent he 
said, “Damn! a t’ousand times damn!” which 
was all there was to it. 

After finishing the operation in question, he 
turned the patient over to the assistants for the 
dressing, and went behind a screen to change his 
clothes. In a moment or two, he came back be- 
cause of a little point he wanted to emphasize to 
the students. All he was wearing was his long 
woolen underdrawers, being bare from the waist 
up. I mention this to illustrate how deeply he 
would concentrate on his work and forget him- 
self completely. Dr. Fenger was much devoted 
to his profession and cared little for acclaim. 

It was then about 6:30 and practically no stu- 
dents had left the amphitheater. Around 2:00 
a.m. he had a chill, developed lobar pneumonia, 
and in 48 hours was dead. 
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Primary Gastric Lymphosarcoma 


with Ten Years’ Survival 


KENT W. Barer, M.D. ano Rosert W. Tay or, M.D., Quincy 


RIMARY lymphosarcoma involving the 

stomach, though not rare, is unusual, with 
a reported incidence of 3.7 to 5 per cent in com- 
parison with gastric carcinoma. Long term re- 
ports on the follow-up of these cases are sparse. 
Jordan et al.’ report an over-all five year sur- 
vival rate of 37 per cent. Marshall and Meissner? 
report a five year survival of 33 per cent follow- 
ing total gastrectomy and 42 per cent following 
partial resection. Crile et al.* report a group of 
six patients who are still alive and well from 
51% to 12 years following surgery, with an aver- 
age survival of more than 8 years. In the past 10 
years, three patients with primary lymphosar- 
coma of the stomach have been seen at The Quin- 
cy Clinic, two of whom have survived over 10 
years; the third died of-metastatic disease ap- 
proximately 214 years following surgery. It is 
the former two cases we wish to discuss in de- 
tail. 

Sarcoma of the stomach presents no character- 
istic clinical features. In general, symptoms are 
similar to those accompanying gastric carcinoma 
or nonobstructing gastric ulcer. One feature 
previously reported, which may be of signifi- 
cance, is that the general condition of these pa- 
tients was more satisfactory than in cases of gas- 
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tric carcinoma; cachexia and anemia, so com- 
mon in gastric carcinoma, were not quite so evi- 
dent. In a previously reported survey, 33 of a 
group of 41 patients with primary lymphosar- 
coma were considered in good or fair condition 
and four in poor physical condition. It also has 
been noted that the average age of patients with 
this disease has been approximately 10 years 
younger than those with gastric carcinoma. The 
incidence of lymphosarcoma again shows a great- 
er preponderance of males but perhaps not quite 
as much as with gastric carcinoma. 

The roentgenologic findings of lymphosarcoma 
in the stomach have been summarized as con- 
sisting of: 

. A filling defect with a smooth margin. 

. A localized type of tumor that is round and 
smooth. 

. Involvement of the larger portions 
stomach, simulating linitis plastica. 
Mucosal rugae in thick folds. 

. The presence of palpable tumors in young 
individuals. 

6. The presence of multiple ulcers. 

These helpful signs are not necessarily diag- 
nostic and it may be said that rarely is the pre- 
operative diagnosis of sarcoma made correctly 


of the 


by roentgenologic examination. 
On gross examination of the tumor, there are 
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no distinguishing characteristics between lym- 
phosarcoma and carcinoma, although sarcomas 
tend to be larger and more bulky, with a sug- 
gestion of encapsulation. The final diagnosis usu- 
ally is made by the pathologist and frozen sec- 
tion is recommended. 

The general consensus is that treatment 
should consist of radical extirpation of the le- 
sion, followed by X-ray therapy. The best long 
term survivals have followed this plan, although 
biopsy alone—followed by X-ray therapy—has 
resulted in some 5 year survivals. 

The first case is that of 50 year old white fe- 
male who was referred by Doctor J. A. Miranda 
Vargas of Pittsfield, Illinois. This patient had 
a history of weakness of approximately five 
months’ duration and a weight loss of five 
pounds in that period of time. She was seen by 
the referring physician three days prior to ad- 
mission because of nausea and vomiting. Her 
weight at that time was 89 pounds. She was ad- 
mitted to St. Mary’s Hospital, Quincy, on June 
18, 1948. Hemoglobin was 9.5 grams with 3,- 
200,000 red blood cells and a white count of 6,- 
800 with a normal differential. Parenteral fluids 
were given along with blood transfusions because 
of anemia. The urinalysis was not remarkable. 

Upper gastrointestinal X-rays revealed the fol- 
lowing: 

“The esophagus is negative. The stomach 
is long, low, ptotic type and there is a sharp- 
ly defined, abrupt transition in the mid-portion 
of the fundus of the stomach into a very narrow, 
irregular, ragged channel or lumen which ex- 
tends downward toward the pylorus for a dis- 
tance of approximately 314 inches, beyond which 
the lumen of the stomach resumes its normal 
caliber for a distance of 114 inches before enter- 
ing the pylorus. The margins of this change are 
sharply defined on the lesser curvature side and 
irregular in outline, which suggests ulceration of 
a superficial character. The appearance of the 
lesion is that of an anular carcinoma infiltrating 
the gastric wall with superficial mucosal ulcera- 
tion, almost completely surrounding the antral 
portion of the stomach. There is a sufficient 
amount of normal stomach proximal to this lesion 
so that it is deemed resectable. No evidence of 
obstruction is present.” 

On June 24, 1948 surgery was performed. A 
tremendous flat growth, occupying the mid-half 
of the stomach, arising from the lesser curva- 
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ture, was found. Numerous large adjacent 
glands were palpated but there was no evidence 
of any metastatic disease, A radical sub-total gas- 
tric resection, removing approximately three- 
quarters of the stomach, was done with an an- 
terior Polya-type anastomosis. 

The pathological description of the specimen 
revealed a pseudo-encapsulated tumor composed 
of a typical tumor cells that were well differen- 
tiated and derived from lymphoid tissue. A mod- 
erate number of mitotic figures were evident. 
The regional lymph nodes showed connective tis- 
sue proliferation but no evidence of metastatic 
involvement. The impression of the pathologist 
was lymphosarcoma of the stomach. 

Postoperatively, the patient did well with no 
immediate postoperative complications. How- 
ever, over the years, she has been troubled with a 
hypochromic anemia and moderate gaseous dis- 
tention that has responded fairly well to hemo- 
tinics and vitamin B,.. The patient was last 
X-rayed in 1955 and no abnormalities were 
noted. A report from her referring physician in 
January of 1958 revealed that her weight is ap- 
proximately 93 pounds. She still has some gas 
but her anemia is fairly well controlled. There 
is no evidence of recurrence. 

The second case is that of 68 year old white 
male, who again, was referred by Doctor J. A. 
Miranda Vargas of Pittsfield, in August of 
1948. He had a history of a weight loss of ap- 
proximately five pounds over a period of about 
six months and a daily temperature elevation. He 
had been treated by the referring physician for 
vitamin deficiency, and some infected teeth had 
been removed, after which he had gained weight. 
However, the temperature elevation persisted, 
usually only a degree to one and one-half de- 
grees daily. Examination in August, 1948 re- 
vealed a weight of 132 pounds and a palpable 
mass in the epigastrium. The liver was not en- 
larged. X-ray studies were obtained which re- 
vealed a large lesion in the anterior surface of 
the fundus with rather sharply-defined margins, 
suggestive of a carcinoma or, possibly, a sar- 
coma. The patient refused surgery at this time. 

The patient was given vitamin therapy with 
improvement in the soreness of his mouth and in 
his appetite. However, shortly before admission 
he began to develop epigastric soreness associated 
with vomiting and diarrhea. 

The patient was admitted to St. Mary’s Hos- 
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pital, Quincey, in October, 1948 at which time 
the blood count revealed a hemoglobin of 13 
grams with 4,700,000 red cells; the white count 
was 5,000 with a normal differential. Other lab- 
oratory studies were within normal limits. 

On October 13, 1948 surgery was performed 
at which time a large tumor on the anterior up- 
per portion of the stomach, extending into the 
cardia, was found. The spleen was enlarged two 
or three times its normal size. Total gastrectomy 
with esophagoduodenostomy was performed. His 
postoperative convalescence was very satisfac- 
tory. 

The pathologist’s report on the resected stom- 
ach revealed, grossly, that the resected stomach 
probably represented a total resection. Along the 
lesser curvature, at the esophageal end, there was 
a large, irregular, flat ulceration and what ap- 
peared to be a rather firm, indurated tumor for- 
mation of the mucosa which, however, was freely 
movable over the underlying muscular layer. It 
did not appear to infiltrate. The attached mes- 
entery along the greater curvature did not reveal 
any enlarged lymph nodes. 

Microscopic sections revealed extensive super- 
ficial erosion of the gastric mucosa so that only 
a few of the terminal portions of gastric glands 
could be identified, lying in a rather loose, par- 
ticularly submucosal stroma, that was packed 
with tumor cells, obviously derived from the 
lymphoid tissue. They were scattered diffusely 
in an infiltrating manner throughout the entire 
submucosa and, occasionally, between the bun- 
dles of the smooth muscle fibers in the immedi- 
ate vicinity. These cells were mostly of the poly- 
hedral shape, rather large, and had round, hy- 
perchromic nuclei and, in many instances, oval 
and vesicular nuclei and occasional mitotic fig- 
ures. The tumor cells were moderately well dif- 
ferentiated. The general picture varied somewhat 
from one area to the other. The lymph nodes 
were not involved. The pathologist’s impression 
was lymphosarcoma. 

The patient has been followed postoperatively, 
during which time he has had some digestive dis- 
turbances and mild anemia, which have been 
corrected with iron and vitamin B therapy. 

In 1957 the patient had some pneumonitis in 
the lungs that was suggestive of metastatic le- 
sions. However, the condition disappeared with 
antibiotic therapy, no X-ray therapy being ad- 
ministered. A repeat upper gastrointestinal X- 
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ray study on February 3, 1958 showed a nor- 
mally functioning anastomosis between esopha- 
gus and duodenum. There was no evidence of 
recurrent tumor. A chest X-ray on February 3, 
1958 showed some pneumonitis but no evidence 
of tumor within the lung fields. 

The third case is that of a 63 year old white 
female who was admitted to Blessing Hospital, 
Quincy, on March 21, 1955 with a history of 
epigastric soreness with anorexia of approxi- 
mately six months’ duration. There was asso- 
ciated constipation ; however, melena was denied. 
Approximately 10 pounds had been lost over this 
period, there was no special food aggravation, 
nor was distress related to the time of food in- 
gestion. The history was otherwise not remark- 
able. 

On admission, this patient looked older than 
her stated age and quite thin; her weight was 
110 pounds. The blood count showed 4,400,000 
red cells with 12 grams of hemoglobin and a 
white count of 4,450 with a normal differential. 
The total protein was 6.45 grams. Colon X-rays 
were negative. Stomach X-rays revealed a large 
polypoid tumor arising in the cardia on the 
lesser curvature. 

Four days after admission, following a rou- 
tine work-up, surgery was performed. A gas- 
trotomy was done and a large polypoid tumor, 
which appeared to be encapsulated, arising from 
the mucosa in the cardia of the stomach on the 
lesser curvature, was found. Abdominal exam- 
ination revealed no evidence of metastatic lesions 
and the frozen section revealed lymphosarcoma. 
It was thought to cure this patient, a total gas- 
trectomy would be necessary. However, about 
this time she began to have anesthetic difficulties 
with a rapid pulse and her condition seemed 
poor; accordingly, a resection of the tumor from 
its origin in the stomach wall was performed. 
This area was oversewn and the abdomen closed. 
Postoperatively the the patient received X-ray 
therapy consisting of 2,400 roentgens to the epi- 
gastric area given while she was hospitalized. She 
did fairly well postoperatively but still had some 
anorexia. Her weight was maintained. 

She was not seen again until April, 1956 at 
which time she presented a left supra-clavicular 
mass which she stated had been there for ap- 
proximately three months with slow enlarge- 
ment. At that time a mass approximately three 
inches in diameter was felt in the supra-clavi- 
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cular area and this was believed to be a recur- 
rence. The patient was given 1,000 roentgens of 
X-ray therapy to this area with an excellent re- 
sponse in that the lesion completely melted. On 
admission to the hospital at this time she had a 
red count of 4,420,000 cells with 12.9 grams of 
hemeglobin. 

In October of 1956 the patient again returned 
with soreness in the left lower abdomen and 
along the left hip. An ill defined mass was felt 
in the left lower quadarant of the abdomen for 
which another 1,000 roentgens of X-ray therapy 
were given and the lesion melted away. Stomach 
X-rays at that time were completely normal, 
showing no evidence of any recurrent lesions. 

The patient was re-admitted to the Hospital 
in January, 1957 with a recurrence of many 
nodules within the abdomen and the left thigh 
which responded poorly to X-ray therapy. On 
admission this time her hemoglobin was 11 
grams and her weight was down to about 85 
pounds. She went into a terminal condition and 
died in March, 1957. Autopsy was obtained 
which revealed multiple lymphosarcoma through- 
out the whole perineum. 


DISCUSSION AND SUMMARY 


Although three cases do not comprise a series, 
they do re-emphasize the fact that cases of this 
kind, with adequate treatment, have a hopeful 
prognosis for long survival and a comfortable 
life without disabling gastrointestinal symp- 
toms. 

The admitting gastrointestinal distress was 
not in any way specific of lymphoma but symp- 
toms in all of the cases were of increasing sever- 
ity although obviously late in appearing in com- 
parison to the size of the tumor found. 

Gastrointestinal bleeding was not noted by 
the patients and in only one case was the guaiac 
test positive, although all three cases had anemia, 
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one rather severe. 

The postoperative course of these patients also 
revealed a mild anemia of a hypochromic nature 
that has necessitated intermittent therapy since 
surgery, undoubtedly due to the extent of re- 
section performed. Hyperchromic anemia has not 
been observed. 

The radiologist cannot make a differential 
diagnosis of lymphosarcoma, as was demon- 
strated in this report, two cases being called car- 
cinoma and the other suspicious of sarcoma. 

Without question, surgery with extirpation of 
the lesion is the therapy of choice, if at all pos- 
sible, but satisfactory palliation with X-ray ther- 
apy can be obtained. Undoubtedly, nitrogen 
mustard therapy or one of the similar type 
agents could be used also although X-ray is cer- 
tainly more specific to the area of treatment and, 
thus far, has not been proved inferior to other 
agents, for therapeutic or palliative treatment. 

Certainly, one should not despair when a 
large gastric tumor is found. Adopt a “look-and- 
see” attitude as a number of these lesions are not 
carcinoma but potentially curable tumors with a 
favorable prognosis, such as leiomyoma or leio- 
sarcoma, endothelioma, polyps, or lymphosar- 
coma, as described. 
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Agranulocytosis and Jaundice 


Following Chlorpromazine Therapy 


WERNER TuTeEur, M.D., GEOFFREY KENT, M.D., and 


Rocuus STiLxter, M.D., ELGIn 


eaten and jaundice are well known 
complications of chlorpromazine therapy. 
Their combined occurrence in the course of such 
therapy must be extremely rare, only three case 
reports having come to our attention’*. The 
English literature contains a total of 49 cases of 
agranulocytosis associated with chlorpromazine 
therapy*, and the longest interval recorded be- 
tween the beginning of treatment and the out- 
break of agranulocytosis is about three months’. 
At Elgin State Hospital approximately 4,000 
patients have received chlorpromazine. One of 
these patients who developed fatal agranulocy- 
tosis was described elsewhere*. Recently another 
case with both agranulocytosis and jaundice 
came to our attention; symptoms appeared after 
more than five months of continuous chlorproma- 
zine therapy. 

Clinical history: This patient was admitted 
to Elgin State Hospital on December 29, 1950 
with a psychiatric diagnosis of “chronic brain 
syndrome associated with circulatory disturb- 
ance with psychotic reaction.” She was born in 
Finland on September 1, 1891, and immigrated 
to this country with her mother when she was 
13 years old. She was unmarried and had been a 
housemaid but had not worked for two years 
prior to admission. She had spent approximately 
six months at a private nursing home, but her 
behavior was such that she could no longer be 
tolerated. She would scream frequently, and 
after threatening to kill a nurse, was transferred 
to the Illinois State Hospital System. She was 
described as forgetful, irritable, and disoriented 
in all spheres prior to arrival at the institution. 

From the day of admission until August, 
1951, the patient made an uneventful adjust- 
ment, but at times she was noisy. This manifes- 
tation increased in frequency during the follow- 


From the Illinois Department of Public Welfare, 
Elgin State Hospital, Elgin. 

Read at the 118th Annual Meeting, Illinois State 
Medical Society, Chicago, May 21st, 1958. 
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ing years. On May 8, 1956, she was placed on 
chlorpromazine, 100 mg. b.i.d. and received 
this medication continually until August 31 of 
the same year, when she had to be transferred 
to the infirmary for a leg infection. There she 
received reserpine, 1 mg. b.i.d., up to February, 
1957. She was not given further transquilizing 
drugs until September 7, 1957, when she again 
became noisy. Chlorpromazine, 100 mg. b.i.d., 
was started. On February 13, 1958, she became 
weak and jaundiced and was sent to the hospital. 

Physical Examination: The pulse was 124, 
temperature 104°F., and respirations 28 per 
minute. Minute, well outlined ulcerations were 
present about both tonsils, skin and sclerae were 
jaundiced, lungs were essentially clear, heart 
sounds were distant and a soft systolic murmur 
was heard over the precordium, the liver was 
slightly enlarged and tender, and the extremi- 
ties were negative. 

Laboratory: The blood findings are set out in 
Table 1. The clotting time (Lee and White) was 
6 minutes, bleeding time 1 minute 40 seconds 
(Duke), prothrombin time 18 seconds, platelets 
160,000/emm., and reticulocytes 0.5%. Total 
serum proteins were 6.3 gm./100 ml. (albumin 
3.4, globulin 1.9, A/G ratio 1.8), thymol tur- 
bidity 4 U. (Kingsbury), and alkaline phos- 
phatase 3.5 U. (Sigma). The direct and indi- 
rect van den Bergh were positive. The icterus 
index was 40. Serum cholesterol was 162 
mg./100 ml. with 70% cholesterol esters. Ceph- 
alin cholesterol flocculation was 3 plus. Serol- 
ogy was negative. Urinalysis revealed a specif- 
ic gravity of 1.020, albumin 1 plus. Sugar, ace- 
tone, and microscopic examination were nega- 
tive. 

Course::The patient was treated with penicil- 
lin, 600,000 units b.i.d., which was increased to 
600,000 units q.id. on February 16th, 1958. 
She also was given Vitamin K, 10 mg. On the 
same day she received 1,000 ce. of 5% glucose 
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RBC 
WBC Neutro Lymph Monocytes Stabs Hb. (million HM. 
Date (per cu. mm.) % % % % gm. % per cu. mm.) % 
2-13-58 800 2 98 0 0 TEI 3.9 34 
2-14-58 600 — —- ae 0 11.3 a 
2-14-58 950 26 60 5 9 — oe 
2-14-58 600 12 86 0 2 — 35 
2-15-58 700 16 82 0 Z oe — 
2-16-58 950 26 60 5 9 a — 
2-16-58 13,600 17 30 47 6 — — 
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in saline, and again on February 17th, together 
with 500 mg. of Vitamin C. When her condition 
became critical she received Coramine®, 1 cc., 
and oxygen by nose. She expired on February 
17th. 

Autopsy: The body was that of a fairly well 
nourished, well developed, white female of the 
stated age of 66. Skin and sclerae were dis- 
tinctly jaundiced. There was no edema. The 
pupils were equal and measured 4 mm. in diam- 
eter. There was moderate rigor mortis and dis- 
tinct dorsal lividity. 

Primary incision revealed dry pleural and 
peritoneal spaces. The left lung was adherent to 
the chest wall but could be separated with rela- 
tive ease. The intestines were distended with 
gas. Anatomical relationships in the serous cav- 
ities were normal. The heart weighed 250 grams. 
The apex was formed by the left ventricle. The 
epicardium was smooth and glistening. The 
cusps and valves were not remarkable. The myo- 
cardium was brown. The coronary arteries 
showed only mild atherosclerosis. The lungs to- 
gether weighed 900 grams. Both pleural sur- 
faces were partially covered by fibrous mem- 
branes. This was particularly marked on the 
left. A well defined circumscribed area of con- 
solidation was noted in the right lower lobe. It 
measured 4 em. in longest diameter. Its cut sec- 
tion was dark brown and granular. The bronchi 
contained a fair amount of gray debris and the 
mucosa was injected and swollen. The hilar 
lymph nodes were enlarged and soft. 

The gastrointestinal tract was not remarkable. 
A large amount of solid, clay-colored fecal mate- 
rial was present throughout the rectum and sig- 
moid colon. The liver weighed 2,200 gm. The 
anterior border was blunt. On cut section there 
was a faint green hue. The lobular markings 
were preserved and the central veins were ac- 
centuated. The gall bladder and bile ducts were 
not remarkable. The spleen weighed 180 grams. 
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The capsule was wrinkled and the consistency 
soft. The kidneys together weighed 280 grams. 
The surface was granular. On cut section the 
cortices were only slightly diminished in width. 
The cortico-medullary junction was markedly 
accentuated. The adrenals were small, the 
cortices thin, and the lipoid content was de- 
creased. The vagina and cervix were not remark- 
able. Numerous small fibroids protruded into 
the uterine cavity and numerous other fibroids 
were noted within the wall. The tubes and ova- 
ries were not abnormal. The bone marrow in the 
mid-femur was fatty. The vertebral marrow was 
not unusual. The arteries at the base of the 
brain showed marked atherosclerosis with dimi- 
nution of the lumen. The cerebral hemispheres 
exhibited narrow gyri and deep sulci, particularly 
in the frontal and parietal lobes. 

Microscopic examination: Multiple sections 
from various portions of the liver revealed a 
similar picture throughout. The architecture 
was well preserved. The liver cell plates ap- 
peared atrophic and the sinusoids were con- 
gested, particularly in the central portion of the 
lobule. The most conspicuous feature was a con- 
siderable amount of bile pigment located mainly 
within the lobular centers, either in the form of 
plugs within the bile canaliculi or within the 
hepatic cells. (Figure 1). Bile pigment within 
Kupffer cells was rarely seen. An occasional plug 
of bile pigment was seen in the periportal areas. 
The liver cells were well preserved and, except 
for focal variation in size, no evidence of hepato- 
cellular damage was noted. The portal fields 
were of normal dimensions; some were edema- 
tous and most contained a considerable round 
cell infiltrate. Eosinophiles were not encountered 
among these cells. In some periportal areas, an 
increase in the number of bile dusctules was 
noted, surrounded by a cellular infiltrate. The 
bile ducts were of normal appearance. 

Sections from the spleen revealed normal sized 
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Figure 1. Liver cell plates intact around central vein 
(arrow). Variation in the size of nuclei is the only 
degenerative change observed. Note also bile pig- 
ment within hepatic cells. Hematoxylin-eosin, Mag. 
400x. 


Malpighian follicles. The red pulp was con- 
gested, and in addition, exhibited a marked in- 
crease in reticular elements. The smaller arteries 
were sclerotic. The pancreas was intact and islets 
of Langerhans were plentiful. Moderate fatty 
infiltration was noted. The adrenals were con- 
gested, as were the kidneys. The latter showed 
numerous bile casts within the distal convoluted 
tubules. Cellular damage of the tubules was not 
evident. Small subcortical scars of arteriosclerot- 
ic origin were scattered throughout the section. 
The glomeruli were not remarkable. In the heart 
sections, the myocardial fibers were small. An 
abundance of lipochrome pigment was seen 
around the nuclear poles. The architecture of 
the lymph nodes was exaggerated by an extensive 
sinus catarrh. The area of consolidation in the 
lung exhibited an intra-alveolar exudate con- 
sisting of erythrocytes, varying amounts of fi- 
brin, and relatively few inflammatory cells. Seg- 
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mented leukocytes were scarce. Many bacterial 
colonies were noted in this area. These features 
are consistent with a pneumonic process in the 
presence of granulocytopenia. Other lung sec- 
tions revealed only an intra-alveolar protein 
precipitate. The femoral bone marrow was com- 
pletely fatty and devoid of any foci of hemo- 
poiesis. The vertebral bone marrow was markedly 
hypocellular and contained an abundance of fat. 
(Figure 2.) Cellular elements were considerably 
decreased and many of these were lymphocytes. 
Few elements of the myeloid series were recog- 
nized. The ovaries were atrophic. A diminution 
of neuronal elements and an increase of neurog- 
lia were noted in the sections from the gray 
matter of frontal and occipital lobes. All brain 
sections revealed pericellular and perivascular 
edema. 

Anatomical diagnosis: Chlorpromazine agran- 
ulocytosis with terminal bronchopneumonia. 


Fatty femoral bone marrow. Hypoplastic verte- 





Figure 2. Bone marrow showing much fat and ac- 
cumulation of lymphocytes. Hematoxylin-eosin, 
Mag. 100x. 
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bral bone marrow with lymphocytosis and scanty 
myeloid elements. Intrahepatic cholestasis with- 
out hepatocellular damage. Pulmonary edema. 
Acute bronchitis. Bilateral fibrous pleurisy. Cor- 
onary and cerebral atherosclerosis. Brown atro- 
phy of heart. Acute splenitis. Atrophy and con- 
gestion of adrenals. Passive congestion of liver 
and kidneys. Biliary nephrosis. Nephrosclerosis. 
Lipomatosis of pancreas. Uterine fibroids, sub- 
mucous and intramural. Atrophy of ovaries. 
Cerebral atrophy, frontal, parietal, and occipital. 
Cerebral edema. Clay colored stools. Jaundice. 


COMMENT 


The presented case has two prominent fea- 
tures: severe granulocytopenia and jaundice. A 
causal relationship between the administration 
of chlorpromazine and agranulocytosis seems 
likely, though this cannot be proved. The bone 
marrow findings are those often seen in agran- 
uloeytosis. Except for a small area of broncho- 
pneumonia, the autopsy does not reveal other 
relevant disease, and chlorpromazine was the 
only medication received by the patient. 

The nature of the cholestasis is uncertain. It 
may be the result of terminal sepsis alone, a 
mild hepatic lesion produced by sepsis and ag- 
gravated by chlorpromazine, or chlorpromazine 
therapy alone. The liver exhibited centrolobular 
accumulation of bile pigment, a mononuclear 
cell infiltrate in the portal triads, and a focal 
increase in periportal ductules. Laboratory tests 
and histopathology in particular fail to reveal 
evidence of hepatocellular damage, and the ob- 
structive nature of the jaundice is indicated 
also by acholic stools. Cholestasis may be seen 
in agranulocytosis® presumably as a result of 
toxic hepatitis following infectious processes. 
This possibility must be given due consideration 
but does not receive support from the morpho- 
logic findings in the liver. Complete lack of 
hepatocellular damage is unusual in toxic 
hepatitis. As regards the second alternative, 
numerous workers’”® have suggested that pre- 
existing liver disease may predispose to chlor- 
promazine jaundice. Our own observations in 
rats’® support this contention in that chlorpro- 
mazine aggravates considerably the jaundice in 
ethionine induced hepatitis. Finally, chlorpro- 
mazine cholangiolitis must be seriously consid- 
ered. Points in its favor are the obstructive 
nature of the jaundice, lack of hepatocellular 
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damage, and a hepatic morphology compatible 
with that of chlorpromazine — cholangiolitis. 
Neither of the possibilities submitted can he 
proved. 

The mechanism responsible for the production 
of either agranulocytosis or jaundice in chlor- 
promazine therapy is not well understood. In 
both instances, direct toxic effects or hyperim- 
mune reactions have been suggested**’?. ‘The 
evidence at hand distinctly favors an allergic 
mechanism or an idiosyncrasy. What is this 
evidence? Only a small fraction of persons ex- 
posed to chlorpromazine are affected. The de- 
layed nature of the reaction, the lack of rela- 
tionship between dosage and duration of drug 
therapy to the symptoms produced, the systemic 
prodromata, the reported acceleration of symp- 
toms at the second trial of the drug****7*, and 
the eosinophilia in the peripheral blood and in 
the liver infiltrate, are all strong points in favor 
of an allergic mechanism. Furthermore, chlor- 
promazine has been known to be allergenic and 
to produce contact dermatitis, urticaria, and 
asthma. Finally, a leucocyte-agglutinating sub- 
stance’® can be demonstrated in some cases of 
agranulocytosis. Why drugs will produce depres- 
sion of myelopoiesis on one occasion, skin reac- 
tion on another, and hepatitis on a third, re- 
mains a problem. 

The remarkably long interval between institu- 
tion of chlorpromazine therapy and the onset of 
complications, as reported in this case, is not too 
surprising if it is recalled that simple compounds 
must conjugate with proteins before they can 
act as antigens. The manifestations of these 
drugs may depend largely upon the manner and 
speed with which such conjugation occurs. The 
patient’s blood count rose prior to death, indi- 
cating a remission of the agranulocytosis. She 
might have recovered completely, had she not 
succumbed to the pneumonic process. 


SUMMARY 
A case is presented in which agranulocytosis 
and an obstructive type of jaundice appeared 
after more than five months of chlorpromazine 
therapy. A casual relationship may be assumed 
between this therapy and the injury to the mye- 
lopoietic cell series. The nature of the jaundice 
is uncertain. 
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Adaptation 


We need, a concept of health that will take 
account of the individual’s ability to live in his 
society without breakdown and to resist its pres- 
sures. We are still so far from this that laymen do 
not distinguish the immune from the well 
adapted or even from the conformist. Yet, if we 
had an adequate idea of what adaptation means, 
we should recognize the distinction as crucial. 
Adaptation is a continuous process. Its agents 
are not those who are commonly called the well 
adapted, still less the conformist; they are those 
who can carry within themselves without injury 
a more than usually large measure of tension— 
tension between the norms of individual and 
social experience, between the “is” and _ the 
“ought to be,” between the present and the fu- 
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ture—in a word, those who have a high degree 
of immunity to the pressures that threaten our 
mental health. I have no doubt that such a con- 
cept of health and its conditions would give a 
new clarity to our understanding of individual 
freedom and of the process of democracy, for I 
believe that both freedom and democracy depend 
on this rare quality. Sir G. Vickers, V.C. What 
Sets the Goals of Public Health? New England 
J. Med. Mar. 20, 1958. 
< > 


Medical technology symposium 
The Frank E. Bunts Educational Institute, 
affiliated with the Cleveland Clinic Foundation, 
and the Cleveland Society of Medical Technolo- 
gists will co-sponsor a symposium on medical 
technology in Cleveland, November 20-21. 
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FrANCIis J. TENczAR, Jr., M. D., Cuicaco 


A N 80 year old retired schoolteacher entered 

the hospital because of pain in the hands, 
shoulders, and neck; pedal edema; fatigue; and 
weakness, 

Present illness: The patient had had osteoar- 
thritis for many years, but seven months before 
admission her wrists became acutely inflamed. 
She received Meticorten® and _ salicylates for 
about six weeks and the,episode subsided. Three 
months later, pain and swelling in the wrists 
recurred and at this time the knees were similarly 
involved. She responded only slightly to. Medrol® 
but showed some improvement after receiving 
Co-deltra®. Several weeks before admission, 
while receiving prophylactic antibiotics, she 
underwent a dental extraction. During the subse- 
quent seyeral days the wrists and knees became 
worse and the ankles became involved. In addi- 
tion she noted numbness and weakness of the 
lower extremities and dependent edema of the 
ankles and legs. This edema was slightly im- 
proved by a low sodium diet and Diuril®. A week 
before admission the steroid medication was 
changed to Kenacort® with considerable improve- 
ment in the affected joints. However, pain per- 
sisted in the ankles which became more edem- 
atous. 


From the Department of Pathology of Chicago 


Wesley Memorial Hospital and Northwestern Univer- 
sity Medical School, Chicago. 
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Pathology Conferences i) 


Polyarteritis Nodosa 


Past history revealed bronchiectasis for 10 
years. She had had bilateral cataract extractions 
and two breast biopsies. 

Review of systems: The patient had lost 10 
pounds in the preceding six months. There was 
no orthopnea or paroxysmal nocturnal dyspnea. 
Anorexia was noticed recently but there was no 
abdominal discomfort or intolerance to specific 
foods. There was a 2-4X nocturia. There were no 
known allergies. The patient had been hyperten- 
sive for many years. 

Family history: Noncontributory. 

Physical examination: Physical examination 
revealed an alert, co-operative, thin, white female 
who was not in acute distress. Temperature 
98.6°F., pulse 100, respirations 20, blood pressure 
174/100 mm. Hg., height 5’814”, weight 120 lb. 
Examination of head and neck revealed residual 
pupillary scars from previous cataract operations. 
The fundi appeared normal and the visual fields 
were intact. There was no nystagmus and the 
external ocular movements were normal. The 
cranial nerves were normal. The neck was not 
remarkable. Dullness to percussion, decreased 
breath sounds, and rales were heard at the base of 
the right lung posterierly. Examination of the 
heart revealed a sinus mechanism with occasional 
ectopic beats; no murmurs; and no cardiac en- 
largement. No masses were palpated in the 
breasts. The lower border of the liver was situated 
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at the right costal margin. No other abdominal 
organs or masses were palpated. There was 3+ 
pitting edema of the ankles. Heberden’s nodes 
were present over the fingers. No abnormal neu- 
rologic signs were elicited. 

Laboratory data: The urine was straw colored ; 
alkaline reaction; specific gravity 1.025; nega- 
tive tests for albumin and sugar; 2 to 5 RBC, 
0 to 3 white cells, and 0 to 2 epithelial cells per 
high powered field in the centrifuged sediment. 
Hematologic examinations showed: hematocrit 
— 39%; white count — 18,450; differential — 
78 segmented and 12 unsegmented neutrophils, 
? lymphocytes, and 3 monocytes. The sedimenta- 
tion rate was 44 mm./hr.; C-reactive protein 
test — positive; antistreptolysin 0 titre — 12 
Todd units. The fasting blood sugar, NPN, and 
uric acid tests were normal. The total serum pro- 
tein was 4.9 grams with 2.8 grams albumin. The 
total serum cholesterol was 139 mg. per 100 ml. 
with 62% cholesterol esters. Serum electrolytes 
were normal. The blood Kahn was negative. LE 
preparations were negative. A serum transami- 
nase determination was 92 units. Two urine 
specimens were negative for porphyrins. A urine 
culture yielded a growth of Proteus vulgaris 
sensitive to dihydrostreptomycin and Novobio- 
cin®, 

Roentgen examination of the chest showed 
focal calcification of the right pleura and multi- 
ple old healed rib fractures on the right. There 
were no pulmonary infiltrates. There was a gen- 
eralized osteoporosis. Examinations of hands, 
wrists, and ankles revealed extensive osteoporosis 
and decalcification with some narrowing of the 
distal interphalangeal joints. These findings sug- 
gested osteoarthritis with a superimposed disuse 
atrophy. There was considerable calcification of 
the arteries in the region of the ankles and the 
tendon of the infraspinatus muscle. Examination 
of the skull showed minimal hyperostosis fronta- 
lis interna but no evidence of a space occupying 
lesion. 

An electrocardiographic tracing showed prom- 
inent P waves suggestive of P pulmonale in 2, 3, 
and AVF. 

Hospital Course: The patient was treated with 
steroids, low sodium diet, methyltestosterone, 
calcium lactate, diuretics, Furadantin®, and 
daily physiotherapy. During the first two weeks 
of hospitalization edema decreased and appetite 
improved. Weakness persisted. The temperature 


240 


was normal except for an elevation to 100° F. on 
the second hospital day and the pulse fluctuated 
between 80 and 110. On the 16th hospital day, 
dependent edema became more marked and she 
complained of pain in the quadriceps muscle as 
well as increasing weakness of the lower extrem- 
ities. On the 19th hospital day pain in the upper 
anterior chest wall was noted on coughing and X- 
rays showed a recent fracture of the left 3d rib 
at the anterior auxiliary line. A neurologic con- 
sultant on the 24th hospital day reported the 
cranial nerves to be normal. There was, however, 
generalized muscle wasting without fasciculations 
and no clonus was observed. All limbs were hy- 
potonic. She was unable to walk and barely able 
to move her toes or abduct the legs. The deep 
tendon reflexes were symmetrically diminished. 
The ankle jerks and abdominal reflexes were 
absent. There was minimal dysemtria in perform- 
ing the finger-to-nose test and a mild bilateral 
intention tremor. She was unable to perform the 
heel-to-knee test. There was a bilateral “stock- 
ing” hypalgesia and decreased proprioception 
and temperature sensation, most marked distal 
to the knees. A left radial wrist drop was present 
and sensation was diminished in the distribution 
of the radial nerve. Electromyographic studies 
of the left tibialis anticus were interpreted as 
compatible with a lower motor neuron lesion. A 
spinal puncture revealed normal dynamics, cell 
count, and protein content. Motor weakness and 
sensory loss increased in both upper extremities. 
After the second week of hospitalization she had 
temperature of 99—100°F. intermittently. The 
pulse continued to fluctuate between 80 and 110. 
On the 35th hospital day the temperature in- 
creased to 101°F. She became lethargic and dis- 
oriented. Basilar rales were heard over the left 
chest. Disorientation and weakness progressed 
and on the 38th hospital day, feedings were ad- 
ministered through a gastric tube. Her tempera- 
ture increased to 103° F. and she expired on the 
39th hospital day. 
CLINICAL DISCUSSION 
Frederick A. Lestina, M.D.*: This elderly 
white lady was admitted to the hospital com- 
plaining of arthralgia, pedal edema, and weak- 
ness. Actually her symptoms began seven months 
ago with inflammation of the wrists that re- 
sponded to a course of steroid and salicylate ther- 





*Assistant Attending Staff, Department of Medicine, Chicago 
Wesley Memorial Hospital; Associate in Medicine, North- 
western University Medical School. 
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apy. These agents were less effective when arth- 
ritis recurred later. One month before admission 
to the hospital, another exacerbation followed a 
dental extraction and at that time the ankles 
and knees as well as the wrists were involved 
and there was numbness in the lower extremities 
and ankle edema. The patient was anorexic and 
had lost 10 pounds in the preceding six months. 
The past history is significant in that hyperten- 
sion, unaccompanied by orthopnea or dyspnea, 
and osteoarthritis had been present for many 
years. 

Physical examination revealed a normal tem- 
perature, tachycardia, and a blood pressure of 
174/100 mm. Hg. Positive physical signs in- 
cluded pedal edema; Heberden’s nodes ; and dull- 
ness, decreased breath sounds, and a few rales 
over the right pulmonary base. In view of the 
subsequent course the absence of neurologic signs 
on admission is important. 

Significantly abnormal laboratory findings in- 
cluded neutrophilia; abnormal acute phase re- 
actant determinations — positive C-reactive pro- 
tein, and elevated sedimentation rate; increased 
serum transaminase; and lowered serum al- 
bumin. These suggest some nonspecific inflam- 
matory process. 

Radiologic examinations revealed a generalized 
osteoporosis, multiple old rib fractures, and foci 
of calcification in the right pleura, infraspinatus 
tendon, and vessels of the lower extremities. 
Nothing in the clinical history suggests a defini- 
tive reason for these findings. Serum calcium, 
phosphorus, and alkaline phosphatase determina- 
tions might have helped but were not done. 
Radiologic confirmation of the osteoarthritis was 
not unexpected. The electrocardiographic changes 
were nonspecific. 

During the hospital course the patient at first 
improved with the use of steroids, a low sodium 
diet, and diuretics but subsequently ankle edema 
not only recurred but became more severe. Weak- 
ness increased progressively and on the 16th hos- 
pital day pain was noted in the quadriceps group 
of muscles. The patient’s chest pain at that time 
was associated with cough and may have been 
related to the recent fracture of the left third 
rib. An intermittent fever of 99-100°F. appeared. 
In the 4th week of hospitalization, neurologic 
findings became prominent, including pronounced 
muscular wasting and hypotonia, diminished 
deep tendon reflexes, radial wrist drop, and sen- 
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sory changes. The patient then became disor- 
iented, fever increased, rales appeared in the 
lungs, and she expired. 

This in summary is the essence of the clinical 
problem that confronts us today. In my discus- 
sion I am going to consider the possible diag- 
noses in an order of increasing probability. 

Hyperparathyroidism must be considered be- 
cause of generalized demineralization of bone; 
multiple fractures of the ribs without evident 
cause; and foci of calcification involving the 
infraspinatus tendon, pleura, and vessels. How- 
ever, no definite alterations were observed in the 
lamina dura and calcium and phosphorus deter- 
minations were not done on serum or urine. 

Hyperthyroidism with thyrotoxic myopathy 
could explain this patient’s weakness, fatigue, and 
neurologic manifestations but serum protein 
bound iodine and basal metabolic studies are not 
available to support this diagnosis. 

Subacute bacterial endocarditis, especially in 
the aged, may be manifested by an obscure febrile 
illness with, joint involvement in 25 per cent 
of the cases. This condition may be excluded by 
the absence of cardiac murmurs and embolic 
phenomena. 

Amyloidosis, in the absence of albuminuria or 
other signs of impaired renal function, is 
unlikely. 

Rheumatoid arthritis may be dismissed in the 
absence of the expected characteristic radiologic 
findings. 

Polyneuritis is characterized by pain, pares- 
thesias, tenderness of muscles and nerve trunks 
as well as objective sensory changes relative to 
touch, pain, cold, position, vibration, and dimin- 
ished deep tendon reflexes. Many of these signs 
and symptoms were present in this patient and 
several possible etiologic factors must be enter- 
tained. 

1. Penicillin therapy. This patient most likely 
received penicillin at the time of her dental 
extraction. Polyneuritis due to penicillin usually 
involves the sciatic or peroneal nerves. 

2: Vitamin deficiency. Beriberi frequently 
occurs in older individuals who live on a general- 
ly inadequate diet with highly milled cereals as 
the chief source of calories. In the dry type of 
beriberi, the central nervous system may be it, 
volved and the neuritis affects first the lower and 
then the upper extremities. Eventually cardiac 
failure ensues. Some aspects of this case would 
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fit a diagnosis of beriberi but so many other 
characteristic features are absent I must discard 
this diagnosis. 

3. Acute infectious polyneuritis may be ex- 
cluded by the normal spinal fluid studies and the 
afebrile course until late in this patient’s illness. 

4, Carcinoma with cachexia is unlikely in the 
absence of localizing signs and symptoms of a 
primary tumor. 

5. Rheumatic fever may cause polyneuritis 
but arthralgia would be the only supporting 
clinical finding in this case. The absence of 
cardiac involvement and the normal antistrepto- 
lysin 0 titre exclude this diagnosis. 

6. Tuberculosis is excluded by the absence of 
any evident focus of active tuberculous infection. 

Collagen Diseases. I feel the diagnosis will fall 
into this group of diseases. 

1. Systemic lupus erythematosus may be rea- 
sonably excluded by the advanced age of the pa- 
tient ; negative serologic test for syphilis ; absence 
of leucopenia, thrombocytopenia, and hyperglob- 
ulinemia ; and repeated failure to demonstrate the 
LE phenomenon. I appreciate the possibility, 
however, that the LE test may be negative in a 
patient receiving steroids. Arthralgia and _ ele- 
vated sedimentation rate are the only positive 
findings favoring a diagnosis of lupus erythema- 
tosus and these alone are insufficient. In addition, 
central nervous system involvement in lupus 
usually is manifested as convulsions or other 
irritative phenomena of the brain and peripheral 
neuritis, so striking in this case is rare. 

2. Scleroderma is discarded for lack of cardi- 
nal manifestations. 

3. Dermatomyositis or panmyositis is worthy 
of serious consideration. This disorder often mas- 
querades as an atypical rheumatoid arthritis or 
rheumatic fever which does not respond to 
therapy. Muscular weakness and tenderness, par- 
ticularly in the upper extremities; skin lesions ; 
fever; malaise; Raynaud’s phenomenon and 
periorbital facial edema often are seen. The 
diagnosis usually is established by biopsy of skin 
and skeletal muscle. Among the collagen - dis- 
eases the incidence of dermatomyositis is second 
only to systemic lupus. In 18 per cent of cases 
of dermatomyosistis a neoplasm, usually of the 
ovary, breast, or stomach, is found. 

Many of the laboratory findings are compatible 
with the diagnosis of dermatomyositis — elevated 
sedimentation rate, negative serology, normal 
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serum globulin, and normal urinalysis. Moreover 
roentgen examination in dermatomyositis often 
reveals osteoporosis and subcutaneous calcifica- 
tion. However, in dermatomyositis the serum 
transaminase usually is very high, even up to 
1,000 units, and in this case there was only a rel- 
atively slight elevation to 92 units. Moreover, | 
feel that the complaints of weakness and pain in 
the hands, shoulders, and neck are due to involve- 
ment of the central nervous system rather than 
skeletal muscle. Dermatomyositis also is uncom- 
mon at the age of 80. For these reasons I am 
going to dismiss dermatomyositis and discuss 
the disease I believe this patient had — polyar- 
teritis or periarteritis nodosa. 

4. Polyarteritis occurs more often in males in 
a ratio of 3:1. The usual age is 20-50 years but 
cases have been reported in 10 day old infants to 
adults of 80. The presenting symptoms may sug- 
gest acute rheumatism, myositis, or neuritis. Low 
grade fever, weakness, palpitation, dyspnea, 
cough, vomiting, headache, and visual disturb- 
ances may occur. Urinalysis is abnormal in 80 
per cent of cases and in 25 per cent, azotemia 
may contribute to a fatal outcome. Cardiac fail- 
ure is the most common cause of death. The 
majority have hypertension and there is cardiac 
enlargement in 50 per cent. Other organ systems 
often involved include: gastrointestinal, 37 per 
cent ; central nervous system, 50 per cent; mus- 
culoskeletal, 75 per cent; skin, 29 per cent; and 
respiratory, 10 per cent. 

In addition to urinary abnormalities and 
azotemia frequently there are a normocytic hy- 
pochromic anemia, eosinophilia, decreased serum 
proteins with a reversal of the A/G ratio but 
without an increase in the globulin fraction, and 
an abnormal electrocardiogram. 

The typical case of polyarteritis is a middle- 
aged male with intermittent fever and clinical 
findings indicating involvement of several organ 
systems — hypertension, cardiac failure, hem- 
aturia, eosinophilia, peripheral neuropathy, and 
abdominal complaints, Kemper, Boggenstoss, and 
Slocumb' has described an entity occurring in 
patients who have received steroid hormones for 
months or years. The clinical findings and course 
of this condition are similar to those of poly- 
arteritis. 

I am going to make to a diagnosis of polyar- 
teritis even though this patient was a female and 
80 years of age. The most important clinical evi- 
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Figure 1. Photomicrograph showing acute exuda- 
tive inflammation of artery in pericardial fat. 
Hematoxylin and Eosin. x 190. 


dence supporting this diagnosis is the onset and 
progression of peripheral neuritis. Other findings 
—muscular pain, arthralgia, weakness, fever, and 
failure to respond to the administration of ster- 
oid hormones—all support this diagnosis. 


DR. LESTINA’S DIAGNOSIS 
Polyarteritis (Periarteritis nodosa). 


ANATOMIC DIAGNOSES 
Polyarteritis nodosa involving heart, skeletal 
muscle, liver, spleen, pancreas, adrenals, 
kidneys, intestine, peripheral nerve (left 
radial), and central nervous system with 
recent infarct of the right basal ganglia. 
Osteoarthritis. 


PATHOLOGICAL DISCUSSION 
At autopsy the patient appeared emaciated. 
External examination revealed ulnar deviation 
of both wrists, fusiform swellings of the inter- 
phalangeal joints with atrophy of the interosseous 
muscles, swellings of both knees, slight edema of 
the lower extremities, and a decubital ulcer over 
the sacrum. 
On gross examination the weights of the organs 
were within normal limits and except for the 
brain, no significant visceral lesions were seen. 
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Figure 2. Photomicrograph of artery in section 
from left radial nerve showing perivascular leucocy- 
tic infiltration. Hematoxylin and Eosin. x 300. 


The brain weighed 1,100 grams. No external 
abnormalities were noted but on sectioning a 
focus of softening 1.5 cm. in diameter was found 
in the putamen of the right basal ganglia. The 
kidneys showed only slight granularity of the 
cortices. There were fibrous adhesions with foci 
of calcification in both pleurae. On sectioning the 
lungs were moderately emphysematous. 

Microscopic examination revealed arteritis in- 
volving almost all of the organs. Small arteries 
and arterioles (Figure 1 and 2) characteristically 
showed edema and necrosis of the media accom- 
panied by a leucocytic reaction in the media as 
well as the surrounding adventitia. The inflam- 
matory cells were chiefly neutrophils and lym- 
phocytes. Eosinophils were not numerous. The 
lesion in the right putamen showed recent 
necrosis. A small vessel in the adjacent tissue 
(Figure 3) was eccentrically “cuffed” by an 
infiltration of inflammatory cells in the adventi- 
tia. The media was necrotic and the lumen con- 
tained eosinophilic “fibrinoid” thrombus. 

These findings establish the diagnosis of poly- 
arteritis nodosa which, as Dr Lestina indicated, 
readily accounts for the clinical course of this 
patient. The recent infarct in the right basal 
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Figure 3. Photomicrograph of section from right 
basal ganglia showing vessel adjacent to a recent 
infarct. Note the perivascular inflammatory reaction 
in adventitia and thrombus in lumen. 

Hematoxylin and Eosin. x 300. 


ganglia probably occurred shortly before and 
precipitated her death. 

The etiology of polyarteritis nodosa is unkown. 
Prominent theories include allergy and hyper- 
sensitivity, infection, and hypertension. ‘The 
changes in the tissue encountered in polyarteritis 
are similar to the findings in known allergic and 


qe<< 


244 





hypersensitivity states such as the Arthus’s 
phenomenon, serum sickness, and drug reactions. 
The sulfonamides have been implicated most fre- 
quently but polyarteritis has been reported after 
administration of penicillin and other antibio- 
tics. Polyarteritis nodosa has appeared after a 
wide variety of infectious diseases but no proved 
etiologic agent has ever been isolated. Hyperten- 
sion has been considered as an etiologic factor 
chiefly because it occurs so frequently in polyar- 
teritis. 

Dr. Paul Winter: Is there any relation between 
polyarteritis and treatment with steroid hor- 
mones ? 

Dr. Tenczar: Kemper, Baggenstoss, and Slo- 
cumb' have reported arteritis following adminis- 
tration of cortisone to patients with rheumatoid 
arthritis. Four of 14 patients receiving cortisone 
developed vascular lesions. No instance of arteri- 
tis was observed in 38. patients who did not re- 
ceive cortisone. 

Dr. George Smetters: How often are the kid- 
neys uninvolved in polyarteritis ? 

Dr. Tenczar: Pathologic changes in the renal 
vessels are encountered in most patients. Clinical 
symptoms of renal involvement occur in about 
50 per cent of cases. Abnormal urinary findings 
— albuminuria, red cells, and casts — are found 
in about 80% of cases. 
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EDITORIALS 





Maternal welfare programs 
in Illinois 

The protection of mothers and newborn babies 
from the inescapable hazards of parturition and 
their return to their families well and strong is 
a task worthy of the best efforts of any man or 
woman engaged in the general practice of medi- 
cine or nursing. It is a solemn obligation for 
specialists in these fields. Others with somewhat 
lighter responsibilities are the members of as- 
sociated specialties such as the anesthesiolo- 
gists, dietitians, hospital administrators, path- 
ologists, and social workers. 

In Chicago the challenge has been met in a 
rather satisfactory manner by the creation of a 
Joint Committee that co-operates with the Chi- 
cago Board of Health. The Suburban Cook 
County Maternal Welfare Committee, serves 
Cook County outside of Chicago, in collaboration 
with the Cook County Department of Public 
Health. To deal with statewide problems, we have 
the Illinois Committee on Maternal Welfare, the 
Illinois Obstetrical and Gynecological Society, 
and the Illinois State Medical Society’s Maternal 
Welfare Committee. 

These are voluntary committees, composed of 
dedicated men and women. They know the facts 
and needs in our state and want to support any 
reasonable plan to make it the safest place in the 
United States to have a baby or to be born. 

A careful analysis is made of the facts sur- 
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rounding the death of every woman who is preg- 
nant or has been pregnant within three months. 
The data are assembled by trained individuals 
who are appointed by these committees for this 
purpose. Out of these studies by men thoroughly 
acquainted with the problems concerned with 
these deaths come suggestions for formulating 
wise rules and regulations of the practice of 
obstetrics in our state to the end that mistakes 
that have been made in the past will be rectified. 
Weak points in our defense will be sought and 
corrected. By teamwork between the various dis- 
ciplines involved in maternal care, a wholesome 
respect for the help of other groups in solving 
our maternal welfare problems will continue to 
grow and become the rule by which we operate. 
In February of 1957 a Congress sponsored by 
the Illinois Committee on Maternal Welfare was 
held in Springfield to which were invited all 
physicians, nurses, public health personnel en- 
gaged in maternal and newborn care, hospital 
administrators, anesthesiologists, dietitians, and 
others serving maternity problems. An attend- 
ance of two or three hundred was anticipated and 
1,200 registered. A year later a similar meeting 
in Peoria was attended by 1,500. These are the 
largest meetings of this nature ever held in any 
state. Representatives from many other states 
attended and were impressed by what they sa 
and heard at the meetings. Two days were de- 
voted to the presentation of panel discussions, 
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round tables, lectures, and demonstrations and 
equal prominence was given to the viewpoints of 
the general practitioner, the specialist, the nurse, 
and social service personnel. Some of the leaders 
in each of these disciplines participated actively 
in the programs. The generalists as well as the 
specialists were assigned to places on the panels, 
which did much to stress the practical care of 
the patients, pre and immediately postpartum. 

It is to be hoped that these meetings will be- 
come more and more popular as their significance 
is appreciated by those in attendance; that more 
and more people will avail themselves of the 
stimulating experience provided to the partici- 
pants in the programs, and that they will carry 
back to their institutions inspiration to provide 
the safest and best obstetrical care possible with 
the facilities available. 

It would seem that with proper presentation 
to lay groups by these committees that financial 
aid would be forthcoming for improved equip- 
ment and operating facilities for maternity de- 
partments into which our daughters and wives 
must go for definitive care. That such planning 
will result in better obstetrics is shown by the 
fact that a much less ambitious plan over the 
past 30 or 40 years has reduced maternal mortal- 
ity from 7 per 10,000 to .23. Downstate Illinois 
has kept pace with Chicago and its record in 
maternal mortality is just a shade better. 

We have a great opportunity to bolster public 
confidence in the medical profession by imple- 
menting and improving the plans we have in 
operation. What could be more important to this 
country than future citizens? If this is worth 
doing, lets do it. 


Frederick H. Falls, M.D. 
< > 


Postmedical education 


It is a truism that the education of the physi- 
cian does not end when he finishes medical 
school. There is no dearth of educational media 
but there is too little time to take advantage of 
all the competing material offered. Physicians 
are faced with mounds of medical journals, and 
are urged to attend meetings and postgraduate 
courses. They are haunted by so many detail men, 
claims have been made that most of their post- 
graduate education stems from this source. 

The use of discs and tape recordings is grow- 
ing in popularity in certain areas. These records 
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are prepared by medical societies and schools to 
keep physicians in out of the way places informed 
on new processes and treatments. 

This plan has met with mixed reactions. Some 
medical men are enthusiastic; others, critical. 
The recordings are welcomed most by those who 
learn best when listening to the spoken word in 
the privacy of their homes or office, away from 
smoke filled crowded convention halls. The 
practical aspect must be considered because discs 
and tape recordings require considerable prep- 
aration, are expensive, and need full time heip 
to maintain. There ought to be a definite demand 
for this means of communication before large 
scale production begins. 

< > 


Let him not die in vain 
Many a physician takes a greater chance of 


losing his life when he makes an emergency 
night call on a strange patient than does the 
patient who calls a strange physician. Police 
records over the years show that many physicians 
have been robbed or injured, and a few have 
been killed after being summoned by a phone 
call in the middle of the night. 

This occupational hazard of the medical pro- 
fession was emphasized recently when Charles 
Kubala’s attorney petitioned the parole board 
to commute the sentence. The hearing is now 
set for Jan. 13, 1959. Kubala is one of three 
youthful gunmen who killed Dr. Bernard F. 
Garnitz more than 33 years ago. The hoodlum 
was a member of a gang that made a habit of 
calling physicians at night and robbing those 
who responded. The shooting of Dr. Garnitz 
brought an end to their gangster activities. 

At the time of the trial, Assistant State’s At- 
torney Charles S. Dougherty asked for the death 
penalty because he was concerned with the safety 
and security of the 4,000,000 citizens living in 
Chicagoland at that time. 

Judge Benjamin P. Epstein made the follow- 
ing statement: “The court by reason of the youth 
of two of the defendants and having in mind 
the plea of guilty is reluctant to impose the 
death penalty. To impose a life sentence would 
make it possible for defendants to become eligi- 
ble for parole at the end of 20 years and thus 
create a possibility of their return to society at 
an age when by reason of their malignant hearts, 
they might again become a menace to society. 

“To avoid this contingency, and in order that 
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society may forever and with a certainty be pro- 
tected against the menace of their earthly ex- 
istence it is the judgment and sentence of this 
court that they be sentenced for 100 years each 
in the penitentiary.” 

This penalty does not allow a pardon or parole 
board to cut the sentence below 33-1/3 years. 
The defendant Kubala is now in his fifties but 
we have no assurance that he has developed 
enough moral fitness to be set free. 

Many physicians are willing to take the risk 
of making night calls on strangers but they be- 
come suspicious when criminals are active in 
the neighborhood. Some refuse to make the call ; 
others will do so provided a police escort is avail- 
able. 

These attitudes are not in the best interest of 
medical practice. They create a hardship on the 
stranger who is really ill and in need of prompt 
attention. This is one reason why the safety of 
the layman as well as the physician, will be 
jeopardized should the parole board free a crim- 
inal who is not yet ready to take his place in 
society. The common good demands that physi- 
cians should feel free to make night emergency 
calls on the sick or the dying. 

Physicians in the state wishing to give ex- 
pression to their opinions may write to Parole 
and Pardon Board, Armory Building, Spring- 
field, Illinois in re: Petition for Executive Clem- 
ency — Charles Kubala, No. 17725. 


< > 


Nutrition conference 
considers food problems 


About 200 physicians and laymen interested in 
food problems attended a nutrition conference in 
Urbana, Ill., October 4, sponsored jointly by the 
Committee on Nutrition of the Illinois State 
Medical Society and the Illinois Nutrition Com- 
mittee. 

The meeting was held in Bevier Hall of the 
University of Illinois. Dr. Paul A. Dailey of 
Carrollton, chairman of the ISMS Committee 
on Nutrition, presided at the afternoon session, 
and Miss Geraldine Acker of Urbana, chairman 
of the Illinois Nutrition Committee, at the morn- 
ing meeting. 

Dr. J. B. Youmans, formerly of the Vanderbilt 
University College of Medicine, spoke on “Sodi- 
um and Hypertension.” Other speakers were B. 
S. Schweigert, Ph.D., of Chicago, director of 
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research and education, American Meat Institute 
Foundation, and Herbert H. Alp of Chicago, 
director of market development for the American 
Farm Bureau Federation. 

A panel discussed “Teamwork for Better 
Nutrition.” The participants were Dr. Harlan 
English of Danville, councilor of the ISMS; 
Miss Harriet Barto, associate professor of die- 
tetics, University of Illinois; Miss Beulah Hun- 
zicker, associate professor of foods, University of 
Illinois; and Mrs. Anna May Wilson of Win- 
netka, writer on nutrition. Dr. Youmans 
presided. 

Other members of the Nutrition Committee 
present were Drs. Harry Mantz, Alton; Grover 
©. Otrich, Belleville; Warner H. Newcomb, 
Jacksonville; James R. Wilson, Winnetka; and 
W. I. Taylor, Canton; also John Miller, Ph. D., 
Chicago. 

< > 


Effingham county plan 
raises funds for AMEF 


The Effingham County Medical Society has a 
novel plan for raising money for the American 
Medical Education Foundation. If adopted na- 
tionally, it would go a long way toward solving 
the financial problems of medical schools. 

Details of this plan came out when inquiry 
was made concerning how a society with about 
25 members, including emeritus, could make a 
recent contribution of $500 to the foundation. 
This is in addition to the $20 for every dues pay- 
ing member of the Illinois State Medical Society, 
allocated by the state society to the foundation. 

The plan is simple. The money is obtained 
from physician’s services given by county society 
members in administering immunization and 
physical examinations in schools. 

Parents pay nominal fees to the Parent-Teach- 
ers Association. The PTA turns the money over 
to the Effingham County Medical Society. The 
$500 contribution came from that source. In 
addition, there was a balance which the county 
medical society will use“for other purposes, in- 
cluding postgraduate courses and purchase of 
hospital equipment. 

If this plan were to be applied nationally, the 
AMEF would be benefited to the extent of about 
$3 million a year. % 

The members of the Effingham County Medical 
Society are to be congratulated on their public- 
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spirited attitude and interest in medical educa- 
tion. The PTA is to be praised for its co-opera- 
tion in the movement. 

Perhaps other county societies would like to 
follow suit. An inquiry to Dr. John J. Devitt, 
109 South Third St., Effingham, secretary of the 
Effingham County Medical Society, will bring 
details. 

< > 


Medical writers group honors 
associate editor of I.M.J. 


Dr. Theodore R. Van Dellen, associate editor 
of the Illinois Medical Journal and_ health 
editor of the Chicago Tribune, was given the 





Chicago Tribune photo 

Dr. Charles E. Lyght (left) presenting American 

Medical Writers’ Association distinguished service 

award to Dr. Theodore R. Van Dellen, associate 
editor of the Illinois Medical Journal. 


distinguished service award of the American 
Medical Writers’ Association at the group’s re- 
cent annual meeting in Chicago. 

This signal recognition by co-workers in the 
medical writing field was based on Dr. Van 
Dellen’s “unusual and distinguished service to 
the medical profession” as an educator and 
writer. 

The citation included the statement: “Your 
daily health column in the Chicago Tribune 
and New York News Syndicate has provided 
information on scientific progress and sound 
advice on troublesome individual problems to 
untold thousands of readers.” 

“Ted,” as he is generally called by his host 
of friends in and out of the medical profession, 
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also is assistant dean and associate professor of 
medicine at Northwestern University Medical 
School. ; 

Honored at the same time “for distinguished 
contributions to medical literature’ was Dr. 
Charles M. Mayo of Rochester, Minn. 

H. M. C. 
< > 


St. Clair county honors 
Dr. Grover C. Otrich 


The St. Clair County Medical Society, at its 
October meeting, paid tribute to Dr. Grover 
Cleveland Otrich of Belleville upon the attain- 
ment of his 50 years of service as a physician. 

Dr. Otrich, since his graduation from the 
University of Illinois College of Medicine in 
1908, has been an active figure in professional 
organizations. Among the offices he has held are: 
AMA delegate for six years; Illinois State Medi- 
cal Society councilor for 11; secretary of the 
Belleville branch of the St. Clair County Medical 
Society for 23; and president of the American 
Academy of Otolaryngology. 

He is keenly interested in nutrition problems 
and presently is a member of the Nutrition Com- 
mittee of the Illinois State Medical Society. He 
served as chairman of the committee for four 
vears. 

Aside from his professional services to his com- 
munity, Dr. Otrich has been active in civic 
organizations. He is serving in several capacities 
in his Chamber of Commerce and is a charter 
member and past president of Rotary. He is a 
50-year Mason. He was an Army captain in 
World War TI. 

Dr. Otrich and his wife reside in Belleville, 
but they have a farm in Southern Illinois to 
complement their full life. 

The Illinois Medical Journal joins in congrat- 
ulations to a hard worker in the medical pro- 
fession, 


< > 


Military retirement of Major 
General Paul I. Robinson 

On September 1, Dr. Paul I. Robinson became 
coordinator of medical relations for the Metro- 
politan Life Insurance Company, with headquar- 
ters in New York City. Dr. Robinson, a native of 
Mt. Vernon, Illinois, was graduated from Wash- 
ington University Medical School, St. Louis, in 
1928. Soon thereafter, he entered military serv- 
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ice as an officer in the Medical Corps. During 
World War II, he served in the European Thea- 
ter, studying the problems of redeployment of 
medical personnel and material. In 1945, he was 
deputy chief surgeon, Headquarters U. S. Army 
Forces, Far East. In 1947, he served a third 
tour of duty in the Surgeon General’s office as 
chiet of the personnel division. 

Dr. Robinson has been awarded the Legion of 
Merit, with Oak Leaf Cluster; the Philippine 
Military Medal of Merit; the Republic of Korea 
Order Military Merit Taiguk; and numerous de- 
fense, liberation, and other ribbons. Among his 
important assignments have been the command 
of three of the army’s largest hospitals—Fitz- 
simons in Denver; Madigan in Tacoma; and 
Letterman in San Francisco. He is best known 
throughout the nation for his organization and 
administration of the Office for Dependents’ Med- 
ical Care (Medicare) in the office of the Surgeon 
General of the U. S. Army, to which position he 
was appointed by the Secretary of Defense in 
December, 1956. 

Dr. Robinson, by choice, has remained a citizen 
of Illinois. His hundreds of friends in the ISMS 


wish him success in his new work. 
< > 
An apology 


In the September issue of our Journal, the 
first article “Suicidal Poisoning” was credited to 
Frank G. Norbury instead of Frank B. Norbury. 


Signing death certificates 


Dr. Herman N. Bundesen, president, Board of 
Health, Chicago, sent the following letter to hos- 
pitals relative to the signing of death certificates : 

“Tt has recently been brought to the attention 
of the Chicago Board of Health that persons 
other than duly licensed physicians may have 
been signing medical certificates of death. May I 
take this opportunity in a spirit of co-operation 
to call your attention to the provisions as set 
forth in Section 93-10 of the Municipal Code of 
the City of Chicago, which states in part as 
follows: 

. Such death certificate shall be signed 
by a duly licensed physician who attended the 
deceased during his last illness, or by the 
coroner of Cook County...’ 

“We have been advised by the Department of 
Law of the City of Chicago that the aforemen- 
tioned Section of the Municipal Code would 
prohibit interns and residents from signing medi- 
cal certificates of death, unless such individuals 
are duly licensed physicians. 





‘ Very truly yours, ‘ 
(signed) HERMAN N. BUNDESEN, M. D-’ 
4 > 


Medicine on postage stamps 


Among recent issues of postage stamps dealing 
with the medical profession were the following: 
Czechoslovakia—A_ three-stamp set for Brno 
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Exhibition included one picturing the Children’s 
Hospital at Brno. 

Japan—A 10 yen stamp, issued in connection 
with the 5th International Congress on Diseases 
of the Chest and the 7th International Congress 
of Bronchoesophagology, showed a stethoscope. 

Netherlands New Guinea—Four new stamps 
had surcharges for the benefit of the Red Cross. 

New Zealand—The two 1958 health stamps 
had 1d surcharges for the benefit of the Health 
Camp Fund. 

Peru—A set of four stamps commemorated the 
100th anniversary of the birth of Daniel A. Car- 
rion, considered a martyr to Peruvian medicine 
since he died after inoculating himself with the 
wart organism. He was shown on one stamp. 
Another pictured Jose Hipolito Unanue, father 


Abuse of Orinase 

The new antidiabetic drugs do not directly 
help the body to burn sugar as does insulin. We 
have found in our research at the Brooklyn 
Hospital that these drugs have their effect di- 
rectly on the liver. They lower blood sugar by 
blocking the output into the blood stream of the 
glucose stored in the liver. When sugar is ab- 
sorbed from the intestinal tract, it goes directly 
to the liver where it is stored up and meted out 
into the circulation only as the body needs it. 
In the diabetic out of control, or in the dog made 
diabetic by depriving him of his pancreas, this 
sugar is not held back by the liver but goes di- 
rectly through into the blood stream as it would 
through a tin horn. New drugs merely block the 
exit of the sugar into the blood stream, again 
allowing it to be meted out as the body needs it. 
As the tissues use the sugar it is taken from the 
stores in the liver. 
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of Peruvian medicine; and a third, the facade 
of the first Royal School of Medicine and Sur- 
gery at San Fernando (1811). 

Philippines—All mail between August 19 and 
September 30 had to carry a new dc or 10¢ semi- 
postal stamp, each with a surcharge of 5c for the 
benefit of the anti-tuberculosis campaign. The 
stamps pictured the main hospital building of 
the Quezon Institute. 

Portugal—Two stamps commemorated the 6th 
International Congress of Tropical Medicine and 
Paludism in September. They featured the head- 
quarters of the Tropical Medicine Institute, 
Lisbon, and the emblem of the congress. 

Turkey—Three stamps featured a medallion 
portrait of Florence Nightingale. They bore the 
Red Crescent, symbol of the Moslem equivalent 
of the Red Cross. 


>>> 


In many cases, the drugs are being abused at 
present. If the diabetic patient is obese and does 
not restrict his diet but depends merely on this 
blockading of the liver by the use of one of these 
drugs, he is fooling only himself. The strain of 
obesity alone will continue to burden and wear 
out his pancreas. His diabetes later will become 
severe. He actually has been powdering a dirty 
face rather than washing it. He thinks that just 
because the drug is lowering his fasting blood 
sugar it is doing a good job in the treatment of 
his diabetes. This is a fine way to have the sneak 
thief, diabetes, steal the rest of his pancreas and 
ultimately make him an insulin cripple. One 
must realize that these new drugs function in 
the body only by virtue of the presence of insulin 
in that body. George E. Anderson, M.D. Oral 
“Substitutes” for Insulin. New York J. Med. 
Jan. 15, 1958. 


Illinois Medical Journal 




















MEDICAL ECONOMICS 





Managing Your Money—Part Two 


ie young physician who has money in the 
bank, sufficient cash reserves to meet his 
needs, a full insurance program, and no debts, 
can consider the problem of investments. 

The most important step in an investment 
program is to establish your goal firmly in mind. 
Since as a physician your main objective is to 
be a good practitioner and help people enjoy the 
blessings of health, the accumulation of money 
must never become unduly important. However, 
your own basic needs plus those of your family 
and the realization that you must provide for 
your retirement and old age compel you to give 
serious thought to this problem. 

A simplification of the problem is to continue 
to save money by living within your income, 
avoiding serious debt, and adding gradually to 
the cash reserves. Cash reserves are known as 
defensive investments. Cash is always ready and 
available for use. Government bonds may be 
-ashed at a moment’s notice. Bank savings as well 
as savings and loan association accounts may be 
withdrawn in minimum time. The purpose of 
such savings is to keep the principal intact and 
readily available for use. Interest received on 
this money is necessarily small. However, it is 
continuous and over the years may enlarge to 
excellent proportions. Your banker can show you 
tables demonstrating the exact increase you may 
expect. 

Yet it is impossible to save large sums, due to 
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high income tax rates. Moreover, there is a grave 
danger that inflation will dilute the ultimate 
value of savings. Accordingly, a defensive invest- 
ment program does not completely answer the 
needs. A physician in good health and in active 
practice rarely concerns himself with the prob- 
lem of economic inflation. Rightly so, since dur- 
ing boom times his patients will be able to pay 
their bills. The public will keep up their medical 
insurance programs and fees can be adjusted to 
the increased cost of living. The danger of becom- 
ing ill and becoming unable to continue active 
practice increase with age or the savings plan, 
that may have been adequate years ago, is not 
sufficient to pay for his children’s education to- 
day. What of tomorrow? Yes, it is important to 
have a knowledge of inflationary tendencies in 
our economy and how to combat them. 

In our American economy, the ownership of 
common stocks is the finest. protection against 
inflation. In essence, boom times stimulate the 
demand for the necessities of life as well as the 
luxuries beyond the available supply. Since man’s 
needs are never completely satisfied, every de- 
pression or recession is followed by a sudden 
craving for the finer things of life. New inven- 
tions and new ideas intrigue the imagination. 
Eventually a new house or a remodeled older 
home is needed. The old car becomes unusable. 
Clothes wear out, and Mrs. Jones has a new fur 
coat, and the children get hungry every four 
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hours. The corporations that manufacture the 
necessities must get raw materials, tool up, ex- 
pand, and produce. This means higher salaries 
for the workers, who can then buy the finished 
goods, and large profits for those who own the 
corporations. 

As a common stockholder, you own a share of 
the company whose stock you purchase. As such, 
you share in the profits earned. When there are 
no profits, you receive no dividends; if the com- 
pany fails to prosper, your investment may prove 
worthless. This may happen when the corporation 
has borrowed money to build its plants, to ex- 
pand, or advertise. If the corporation cannot 
earn sufficient income to pay interest on the bor- 
rowed money, be it bank loans or bonds, the 
bondholders may take over the corporation and 
sell the assets. If these are not large enough to 
completely repay the borrowed money, the com- 
mon stockholders are out of luck. In considering 
an investment in common stocks of a corporation, 
you must study that company not only from the 
standpoint of what may be realized in the way of 
profits but what can be lost in the absence of 
profits. 

An investment survey of common stocks de- 
mands time and study. Because Dr. X is a rela- 
tive of the third vice-president, or because one of 
his patients is one of the big brass in the corpora- 
tion, does not qualify him as an expert in invest- 
ments. Even if a physician is engaged by such 
an organization this does not mean that he can 
forecast its prospects for earning profits. To ob- 
tain information necessary to proper investment, 
he must go to the proper sources. To invest on 
the advice of a friend or one seemingly in the 
‘know is similar to advice on medical care as 
rendered by a hospital orderly or telephone 
operator. 

The first scientific exploration into common 
stock would be to study the past history of the 
corporation. Just as the history is so important 
in a medical diagnosis, so is it in a financial one. 
Standard and Poor’s. and Moody’s Reports are 
the encyclopedias of the investment business. 
These journals, published annually, present the 
entire facts on every corporation owned by public 
stockholders (not family stockholders). The 
names of the officers, directors, locations of 
plants, and subsidiaries are presented. A com- 
plete financial background is available in black 
and white on an annual report basis. What the 
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company has done during good times and bad is 
there for all to see. The market’s evaluation of the 
stock is listed, as are the exact earnings record 
and dividend policy. The amount of money de- 
voted to research may be noted and the effective- 
ness of this research on future earnings is there 
for study. 


But now the complications begin. What com- 
panies to study and in what industries? How 
much to pay for the stock? Is it priced adequate- 
ly, based on present and possible future earnings ? 
How much to invest? When should the invest- 
ment be made? 


The busy physician does not have the time it 
takes to conduct such an independent survey nor 
to study the changing financial picture daily. 
Some people combine this study and investment 
procedure with the practice of medicine. To such 
individuals investments become a major hobby 
similar to photography, golf, fishing, boating, or 
music. Fine and good for such people. But for the 
average man, would it not be better to spend our 
meager spare time reading medical journals and 
attending scientific discussions rather than ob- 
taining information on investments? Certainly, 
it would be utterly ruinous from the financial 
standpoint to neglect the prime source of income, 
our practice. 


Many years ago, investment counselors realized 
there was a need for counseling among profes- 
sional people. At first this took place merely 
through the formation of investment counseling 
organizations. For a set fee, such groups or indi- 
viduals would advise as to investments and scruti- 
nize the portfolio on a day to day basis. The 
physician continues to manage his own affairs, 
merely using the counselors for advice. Since 
such an arrangement still demands time and 
action on the part of the physician, it is not 
suitable for too many members of our profession. 
Banks have established trust departments which 
will supervise individual investments. These may 
be placed in a separate fund or in a common 
fund with others. This is a conservative and 
sound method of investing. The employees in the 
trust department of a bank are carefully selected 
for their ability and conservatism. The return 
will not be spectacular, but usually will be steady 
and sure. See your banker if such a method ap- 
peals to you. 


Next in the attempt to help a professional man 
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in his investments came the formation of invest- 
ment corporations. Such corporations as the Tri- 
Continental Corporation and the Lehmann Cor- 
poration, to name only two, do not manufacture 
or sell any product. They use the money invested 
in their company to buy stocks and bonds of other 
corporations. Their profits are based on income 
received as interest and dividends plus income 
from the sale of such securities bought low and 
sold high. Information on such companies is 
readily available from any broker and their an- 
nual reports and complete financial backgrounds 
can be studied via the usual financial channels. 
Study of the prospectus and annual reports is 
not time consuming. The nature of the invest- 
ment policy of these companies and their divi- 
dend policy is readily evident, as is their ability 
to respond to inflationary pressures and those of 
deflation on a historical basis. 

Such investment companies are known as 
“closed end” ones. This distinction is based on 
the fact that the outstanding stock of the com- 
pany has been issued. When you buy stock of 
such a corporation, you do not buy from the 
corporation itself but from some stockholder who 
wishes to sell his stock. This is done through a 
broker who receives a commission. The price 
depends upon the value of the assets owned by 
the corporation, its present income, its future 
prospects, and the value set by individuals wish- 
ing to buy and those wishing to sell. At times 
the price may be undervalued, and at other over- 
valued. Careful study before buying is a neces- 
sity to avoid paying too great a price. 

Because of this, the “open end” investment 
companies were formed. These are known as 
mutual funds. When you buy shares in such a 
fund, you pay directly to the fund itself. The 
officers of the fund then invest this in a manner 
particular to the stated policy of the fund. The 
value of the fund is in direct line with the value 
of the investments made. If the officers took your 
money and invested it entirely in corporation 
ABC, the value of your investment would be in 
direct proportion to the value of corporation 
ABC. Similarly, if the officers invest in corpora- 
tions A, B, and C, or in 100 or more companies, 
the value of your investment in the fund would 
be equal to the total of the assets of the invest- 
ments your fund has made. 

Certainly, you pay for the management of 
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these funds. When you invest, a sales charge is 
assessed. This is usually about 714%, but is 
usually less on large sums of money. The income 
of the fund is from dividends and interest plus 
capital gains from securities sold. From this 
gross income, the fund deducts its cost of opera- 
tion. The remainder is then distributed to the 
shareholders as income dividends and capital 
gains dividends. 

Most mutual funds have a policy whereby in- 
come from dividends and capital gains may be 
used to purchase additional shares of stock in 
the fund. This is done in a simple manner by 
authorizing the officers to so proceed. This addi- 
tional stock is purchased at low cost and is an 
excellent way to increase assets for future use. 

Mutual funds are carefully regulated by the 
Securities and Exchange Commission and report 
regularly to their stockholders. Their asset value 
is listed in the daily newspapers similar to the 
market quotations of all major corporations. 
There are over 200 major investment compa- 
nies in this field. The most common are the bal- 
anced funds. 

Balanced mutual funds, as stated in their 
prospectus, divide their investments between 
bonds, preferred stocks, and common stocks. They 
have available cash and short term government 
securities. The bonds usually are divided into 
government, municipal, industrial, utility, and 
railroad bonds. The preferred and common stocks 
are various industrial, railroad, and’ utility con- 
cerns. The purpose here is to invest in both 
defensive and growth securities. A set basic in- 
come is provided that will stand up in all except 
a possible major panic, yet give an investment in 
the common stocks of many diversified corpora- 
tions with prospects of growth and tremendous 
profits. Balanced funds are attractive to the in- 
vestor who prefers stability of income, a reason- 
able assurance of safeguarding his principal, and 
a desire to increase his assets. Investing in such 
funds affords a simple means of diversifying and 
of obtaining good management. The portfolios 
of such funds compare favorably with those of 
experienced wealthy investors, large pension 
funds, and insurance companies. It is a simple 
means of establishing a sound investment in 
American economy. 

A large group of mutual funds are known as 
balanced common stock funds. Here the entire 
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investment is in common stocks. The portfolio 
is varied so that all major groups are represented. 
In the industrial group are aircraft manufac- 
turers, airlines, electronic and electrical com- 
panies, motors and auto parts manufacturers, 
mining companies, metal producing 
organizations, retail and food stores, drug manu- 
facturers, and many other such groups. The fund 
usually invests in several companies within the 
industrial divisions. The law requires the fund 
to state its policy of investment and adhere to it. 
The fund cannot invest too greatly in any one 
company, thus can never gain control. 

Other funds have a stated purpose of investing 
in a specific industry for example, the Chemical 
Fund, television-electronics funds, and the jet 
missile fund. Group security funds are divided 
into separate investment companies and own 
stocks in motors, oils, chemicals, utilities, and 
the like. Here again is an opportunity of obtain- 
ing a diversified investment in many corporations 
pertaining to one industry. Should you as a 
physician wish to invest in ‘stocks of the major 
pharmaceutical companies, you could do it in 


various 
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L—Glutavite 


A controlled trial of L-Glutavite, a nutritional 
supplement containing monosodium-L-Glutamate 
and large amounts of niacin, was conducted on 
30 geriatric patients with chronic brain syndrome 
at Osawatomie State Hospital. It largely con- 
firmed the results obtained with this preparation 
at other institutions. Serial observations demon- 
strated that L-Glutavite had a markedly favor- 
able effect upon such factors as alertness, orienta- 
tion, interpersonal relationships, and interest in 
occupational and recreational activities. It served 
to decrease severity and frequency of stupor, con- 
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this manner by finding a fund having its major 
investments in such corporations. 

Perhaps you are interested only in income at 
the moment. Funds have been created to your 
taste. Their investment program is in large, well 
regulated concerns that provide a steady rate of 
return. Maybe you are more speculative and wish 
to invest, not for income, but for possibilities of 
great growth in assets. Funds have been organ- 
ized for you too. In fact, there are at least two 
or three funds to satisfy every investment pur- 
pose. Mutual funds have been labeled “the mod- 
ern way of investing.” A. Weisenberger has pub- 
lished a book with such a title, and the annual 
Weisenberger review on mutual funds is the bible 
of the industry. Barron’s Weekly and Forbes’ 
magazine publish factual information on the 
funds at regular intervals. 

Your broker can give you information concern- 
ing mutual funds, both “open end” and “closed.” 
Your broker is an excellent individual to contact 
on this and all manner of investments. So is your 
banker. The proper selection of such individuals 
is most important to vour financial welfare. 


J.R.W. 
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fusion, and verbal incoherence. It did not, on 
the other hand, exert a significant effect on mem- 
ory, judgment, thought processes, or thought 
content in patients suffering from chronic arteri- 
osclerotic brain syndrome. Side effects were in- 
frequent, mild, and transient in character, dis- 
appearing promptly with reduction in or cessa- 
tion of dosage. It would appear that L-Glutavite 
can be considered a useful drug in the field of 
geriatrics, and it is specifically indicated in cases 
of chronic senile or arteriosclerotic brain syn- 
drome. K. Wolff, M.D. L-Glutavite. Clinical 
Effect on Geriatric Patients in a Psychiatric 
Hostal. J. Kansas M, Soc. July 1958. 
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AMA clinical meeting 
to attract 3,000 


More than 3,000 physicians are expected to 
attend the American Medical Association’s 12th 
clinical meeting in Minneapolis, December 2-5. 

Designed to help the family physician solve 
his daily practice problems, the meeting has been 
planned in co-operation with Minneapolis physi- 
cians. The general chairman of the meeting is 
Dr. O. L. Norman Nelson, Minneapolis, president 
of the Hennepin County Medical Society. Dr. 
N. L. Gault, Jr., Minneapolis, is the scientific 
program chairman. 

The scientific portion of the program will be 
held in the Minneapolis Auditorium. The House 
of Delegates will meet at the Leamington Hotel. 


There will be 100 scientific exhibits. Among 
these will be exhibits on medical history in Min- 
nesota, including information about Indian med- 
icine and the Mayo Clinic. There will be approxi- 
mately 130 technical exhibits also. About 200 
physicians will participate in lectures, symposi- 
ums, and panel discussions on such subjects as 
neurology and psychiatry, cardiovascular disease, 
arthritis, orthopedics, and various other medical 
topics. Approximately 35 medical motion pictures 
will be shown. 


A special feature will be a symposium on 
proctology. Another special feature will be a 
trans-Atlantic conference between AMA members 
in Minneapolis and British Medical Association 
members in Southampton, England. A closed 
circuit colored television program will cover such 
topics as cardiac by-pass, neurology, orthopedic 
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problems of the extremities, and cesarean section. 
< > 


Offer pediatric grants 


Wyeth Laboratories in 1959 will award 20 two- 
year fellowship grants, each carrying an annual 
stipend of $2,400, for postgraduate pediatric 
studies. 

Candidates must be citizens of the United 
States or Canada, and may include interns, 
physicians who recently have completed their 
internship, military service, or a U.S. Public 
Health Service tour, and research fellows. 

Applications must be submitted by November 
28. Blanks may be obtained from Dr. Philip 8. 
Barba, University of Pennsylvania School of 
Medicine, Philadelphia. 

< > 
General practice review 


The University of Colorado Medical Center 
will hold its fifth annual postgraduate course, a 
general practice review, in Denver, January 19- 
24. The course will cover medicine, pediatrics, 
surgery, psychiatry, obstetrics and gynecology, 
trauma, and dermatology. 

Information may be had by writing to Post- 
graduate Medical Education, University of 
Colorado Medical Center, 4200 East Ninth Ave- 
nue, Denver 20. 

< > 


WMA offers repository 
for medical credentials 


The World Medical Association has established 
a central repository for medical credentials. 
During war and national uprisings, medical 
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records often are lost or destroyed. As a result, 
many physicians have difficulty in proving them- 
selves medically trained and fully accredited to 
practice medicine. 

In the United States, the lifetime cost of the 
service on a one payment basis to the newly 
graduated physician is about $60. An actuarial 
schedule has been established for various age 
groups, as well as a 10-year service rate. 

Information may be obtained from the World 
Medical Association, 10 Columbus Circle, New 
York 19. 

< > 


Names advisory committee 
to psychiatric institute 


Dr. Otto L. Bettag, director of the Illinois 
Department of Public Welfare, announced the 
appointment of an Advisory Committee to the 
Illinois State Psychiatric Institute consisting of 
Drs. Francis Gerty, University of Illinois, chair- 
man; C. Knight Aldrich, University of Chicago ; 
Ben Boshes, Northwestern University, secretary ; 
H. H. Gardner, Chicago Medical College; Roy 
Grinker, Psychosomatic Institute, vice chairman ; 
John Madden, Loyola University; and Gerhart 
Piers, Chicago Psychoanalytic Institute. 

The advisory committee has approved the fol- 
lowing appointments: Drs. Lester Rudy, super- 
intendent; Percival Bailey, director of research ; 
and Jules Masserman, director of education. 

Those interested in staff appointments, resi- 
dencies, or other training may obtain information. 
from Dr. Rudy, Institute for Juvenile Research, 
907 South Wolcott Avenue, Chicago 12. 


< > 


Clinics for crippled children 
listed for December 


Eighteen clinics for Illinois’ physically handi- 
capped children have been scheduled for Decem- 
ber by the University of Illinois, Division of 
Services for Crippled Children. The Division 
will count 12 general clinics providing diagnostic 
orthopedic, pediatric, speech, and hearing exam- 
ination along with medical, social, and nursing 
service. There will be 2 special clinics for chil- 
dren with cardiac conditions, 2 for children with 
rheumatic fever, and 2 for cerebral palsied chil- 
dren. 

Clinics are held by the Division in co-operation 
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with local medical and health organizations, both 

public and private. Clinicians are selected among 

private physicians who are certified Board mem- 

bers. Any private physician may refer to or 

bring to a convenient clinic any child or children 

for whom he may want examination or may want 

to receive consultative services. 

December 3 — Carmi, Carmi Township Hos- 
pital 

December 3 — Alton (Rheumatic Fever), Me- 
morial Hospital 

December 3 — Hinsdale, Hinsdale Sanitarium 

December 3 — Rock Island (Cerebral Palsy), 
Foss Home 

December 5 — Chicago Heights (Cardiac), St. 
James Hospital 

December 9 — East St. Louis, St. Mary’s Hos- 
pital 

December 9 — Peoria, Children’s Hospital (St. 
Francis) 

December 10 — Elgin, Sherman Hospital 

December 11 — Springfield, St. John’s Hos- 
pital 

December 12 — Evanston, St. Francis Hospital 

December 16 — Belleville, St. Elizabeth’s Hos- 
pital 

December 16 — Effingham (Rheumatic Fever), 
St. Anthony’s Hospital 

December 16 — Peoria, Children’s Hospital 
(St. Francis) 

December 17 — Chicago Heights (General), St. 
James Hospital 

December 17 — Springfield (Cerebral Palsy), 
Memorial Hospital 

December 18 — Bloomington A.M. (General), 
P.M. (Cerebral Palsy), St. Joseph’s Hospital 

December 18 — Elmhurst (Cardiac), Memorial 
Hospital of DuPage Co. 

December 18 — Rockford, St. Anthony’s Hos- 
pital 


< > 
Goiter research award 


The American Goiter Association again offers 
the Van Meter Prize Award of $300 and two 
honorable mentions for the best essays concern- 
ing original work, either clinical or research, on 
problems related to the thyroid gland. Manu- 
scripts must be submitted by January 15. 

Further information may be obtained from 
Dr. John C. McClintock, 14914 Washington 
Avenue, Albany 10. 
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Kenny Foundation grants 


The Sister Elizabeth Kenny Foundation an- 
nounced a continuation of its postdoctoral schol- 
arships in neuromuscular diseases. Candidates 
from medical schools in the United States and 
Canada are eligible for five-year grants with 
yearly stipends ranging from $5,000 to $7,000. 

Information may be obtained from Dr. E. J. 
Huenekens, medical director, Sister Elizabeth 
Kenny Foundation, Inc., 2400 Foshay Tower, 
Minneapolis 2. 

< > 
O. & G. board examinations 


Part I examinations of the American Board 
of Obstetrics and Gynecology will be held in 
various parts of the United States and Canada, 
January 16. Eligible candidates must submit 
their abstracts within 30 days of notification of 
elegibility. 

A bulletin outlining requirements may be ob- 
tained from Dr. Robert L. Faulkner, American 
Board of Obstetrics and Gynecology, 2105 
Adelbert Road, Cleveland 6. 


qe<< 


Food for thought 


It is a strange commentary that almost every- 
one, including the physician himself, is convinced 
of the inevitability of the complete socialization 
of medicine. Yet, the profession is most reluc- 
tant to see this happen. Why are doctors as a 
group most militantly opposed to socialized medi- 
cine and nevertheless as individuals have such 
mental resignation to the inevitability of state 
medicine? A partial explanation may be that the 
antagonism against state medicine is lessening 
as a result of this growing expanding tendency 
of more doctors involved in group practice. This 
means that doctors as a class are becoming re- 
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Chest physicians to meet 


The American College of Chest Physicians 
will hold an interim session in Rochester, Minn., 
November 29-30. 

The College will hold its 25th annual meeting 
(silver anniversary) in Atlantic City, June 3-7, 
1959. 

For information, write to the American College 
of Chest Physicians, 112 East Chestnut Street, 
Chicago, 11. 

< > 


Symposium on. tuberculosis 


An international symposium on tuberculosis, 
sponsored by the Deborah Sanatorium and Hos- 
pital, Browns Mill, N. J., will be held in the 
Bellevue-Stratford Hotel, Philadelphia, Novem- 
ber 20-22. 

The symposium will summarize recent gains 
in diagnosis, treatment, and control of tubercu- 
losis. Six panels will be presented, with nearly 
50 recognized authorities in the field as 
participants. 
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conciled to accept the third party control over 
their practice, with its consequent curtailment 
of freedom, in order to enjoy the material benefits 
which they think accrue from group practice. If 
this trend persists in the not too far future 
undoubtedly private practice as we know it today 
will be a thing of the past. The stage will then be 
set for the consolidation of all groups into one 
large group efficiently managed by the state. And 
one may predict that by that time there will be 
few physicians who will mind the change for 
most of them will have developed into good 
“Organization Men.”’Fditorial. Are Doctors Be- 
coming “Organization Men?” J. Oklahoma M.A. 
Aug. 1958. 
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Start drive against food faddists 


Medical societies at state and county levels are 
being called upon by the AMA to co-operate in a 
nation wide educational campaign to alert the 
public to a billion dollar food faddist racket. 
The Federal Food and Drug Administration and 
the National Better Business Bureau will unite 
with the AMA in this public education program. 

To aid in this campaign, the AMA has pre- 
pared a kit of materials, including: (1) a new 
pamphlet on food faddism, “Merchants of Men- 
ace ;” (2) a reprint of a Today’s Health article, 
“Let Them Eat Hay;” (3) a sample 15-minute 
speech on food quackery for community groups. 

Also to be used in this drive against food 
quackery is a 27-minute dramatic film, entitled 
“The Medicine Man,” to be offered to TV sta- 
tions. A new public exhibit, “Nutrition Nonsense 
and False Claims,” also will be made available. 

The immensity of the racket was brought out 
at the recent AMA’s PR Institute. There are 
some 50,000 door-to-door vendors and “health” 
lecturers selling a variety of worthless products 
to a gullible public. They are selling inexpensive 
and ineffective combinations of herbs, vitamins, 
and minerals at high prices, and are making 
absurb health claims. Thousands of people who 
depend on these worthless products are in need 
of medical care, and herein lies the danger of 
this type of vending. 

The nutrition quack takes advantage of the 
public’s concern over obesity, aging, and various 
ailments, both real and imaginary. It will be 
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up to the medical profession to educate the public 
to the fact that many so-called cures offered are 
not only worthless but potentially dangerous. 


Two problems in health insurance 


Two major problems face the insurance indus- 
try, it was brought out at the recent AMA’s PR 
Institute. These are: (1) extension of coverage 
to senior citizens, and (2) rising costs of health 
insurance. 

In discussing unnecessary costs, Morton Mill- 
er, New York, chairman of the Health Insur- 
ance Council, said both underwriters and medi- 
cine have a responsibility to remove them, 
whether they arise from abuses or ineffective uses 
of medical facilities. 

Mr. Miller pointed out that the physician 
determines the quality and quantity of the pa- 
tient’s medical care and consequently controls 
the way in which health insurance as a means of 
financing health care works out. 

The need, he said, is to acquaint the public 
with what health insurance can and cannot do, 
how much it means to everyone, and what re- 
sponsibilities it places on each individual. 

An important point brought out by Leo Perlis, 
New York, director of community services activi- 
ties for the AFL-CIO, indicated the thinking of 
labor. Mr. Perlis said that despite the tremendous 
gain in extending insurance coverage, labor is 
not satisfied with what has been accomplished. 

“The need for continuing, constant experi- 
mentation in the economic laboratories exists if 
we are going to make voluntary plans work,” he 
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said. “We need experimentation on plans not 
only to provide medical and surgical care in hos- 
pitals, but home, dental, psychiatric, and nursing 
care.” 


Legislative program suggestions 


The AMA’s PR Institute came up with some 
suggestions for political and legislative cam- 
paigns : 

(1) Keep a card file on every opinion leader 


qe << 


The inlet and outlet 


In studying the digestive tract radiologically 
for peptic ulcer, inspection should begin in the 
esophagus where occasionally the presence of an 
ulcer in the distal end is missed until stricture 
has occurred and then it is a regrettable possibil- 
ity that there might have been healing without 
stricture if the lesion had been discovered earlier. 
The cardia and fundus of the stomach also 
should be examined with the greatest care. Here 
the very early cancer is often missed and small 
ulcers also may escape detection. The posterior 
wall of the stomach throughout its entire extent 
is likewise an area where detection of ulcer is 
difficult in spite of the great help given by pal- 
pation and air contrast spot films. The pylorus 
has always been perplexing and remains so. 
Spasm, with or without ulcer and carcinoma, 
must be considered and differentiated when there 
is narrowing there and an ulcer can be definitely 
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in your state and community; (2) get to know 
these leaders personally; (3) make as many 
friends as possible ; (4) meet your public officials 
at the beginning of their careers; (5) work 
closely with congressmen and members of the 
state legislature; (6) keep abreast of legislative 
action on the national, state, and local levels and 
let your feelings be known on these issues ; (7) be 
a positive member of your community and lend 
your support to various civic programs. 


>>> 


diagnosed only if a crater is seen. In the first 
part of the duodenum, diagnosis of ulcer may be 
easy and definitive when there is a definite 
crater. With a consistent deformity of contour 
without crater, there is reasonable assurance that 
there is or has been an active ulcer with resulting 
deformity. More than 90 per cent of duodenal 
ulcers occur here in the first part of the duo- 
denum. But when they occur in the second part 
of the duodenum, X-ray diagnosis is not easy. 
Narrowing of this segment, localized tenderness 
to palpation, and the occasional visualization of a 
crater are the best clews to the presence of this 
disease in this critical area, especially when these 
signs are combined with the exclusion of an ulcer 
elsewhere in a patient who clinically must have 
an ulcer. This area is a critical one because of the 
possibility of common duct involvement if there 
is extension of inflammation or penetration. S. 
M. Jordan, M.D. Problems of Peptic Ulcer. 
Maryland M. J. Aug. 1958. 
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AT THE EDITOR’S DESK 





STATISTICS 


The current picture on tuberculosis is not as 
rosy as we would like to believe. Last year in 
the United States 69,000 new active cases were 
reported, and nearly 14,000 deaths — more than 
from all other infectious diseases combined. 
There are 1,750,000 people living today who 
have had tuberculosis and need medical super- 
vision to prevent relapses. 


Syphilis has decreased by 82 per cent since 
1943, and the incidence of gonorrhea has dropped 
54.5 per cent since 1947. Despite these 15 years 
of progress, venereal disease continues to be a 
problem among American teenagers and young 
adults. More than half of the reported cases in 
1956-57 were in this age group. Congenital 
syphilis is not being discovered or adequately 
treated until the victim is old enough to partici- 
pate in some undertaking for which a blood test 
is required. More than 90 per cent of the cases 
of congenital syphilis reported last year were 
in persons 10 years of age and over. 


The American farmer is rapidly catching up 
to the city dweller in the amount of money he 
spends to protect his health. In 1955, according 
to the Health Insurance Institute, 51 per cent 
of farm families had some form of health insur- 
ance. As farm incomes increased, health insur- 
ance protection tended to rise. 


TENTS AND MORE TENTS 


Croup tents, adult and infant face tents, and 
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aerosol tents are featured in the inhalation 
therapy catalog put out by the National Cylinder 
Gas Division of Chemetron Corporation. These 
items, manufactured by Eliot Medical Plastics, 
Inc. of Lynn, Mass. can be used by patients at 
home or on planes, trains, and other vehicles as 
well as in hospitals and clinics. 


Too MANY CLAIMS 


There is a limit to the value of a vacuum 
cleaner. Literature from one manufacturer stated 
that by filtering the air in a home, the canister 
type vacuum cleaner would prevent streptococcic 
infections of the sinuses, lungs, and joints as well 
as such diseases as tuberculosis, scarlet fever, 
diphtheria, erysipelas, peritonitis, angina, bron- 
chopneumonia, meningitis, pleurisy, mastoiditis, 
septic sore throat, arthritis, smallpox, measles, 
anthrax, tetanus, whooping cough, enteritis, 
asthma, and skin and lung diseases. The manu- 
facturer overlooks one detail: The FDA steps 
into the picture whenever therapeutic claims are 
made and trouble is anticipated. 

The FDA also entered the vibrator field re- 
cently, stating it is illegal to promote vibrator 
devices as weight reducers and cure-alls. 


REST VERSES DRUGS 


Dr. William B. Tucker, Tuberculosis Service, 
VA, Washington D. C. says the role of rest in 
tuberculosis is small in relation to that of drugs, 
and only slight restrictions of activity may he 
required. The less rest the less need for rehabilita- 
tion. Rest unconditions the patient and requires 


Illinois Medical Journal 








ioe ee ee ee ee ey 


fe 








a long period of reconditioning at a later di’. 
In discussing single drug therapy—that is, 
isoniazid alone — Dr. Tucker suggests that it 
may be sufficient in some cases after an initi.i 
period of two drugs, and also in certain mini. 
tuberculous conditions. Two drugs should be used 
in treating cavities. 


IMPROVEMENT ON BRAILLE 


VA has reported the development of a new 
device with which the blind can read ordinary 
printed material. The portable unit, called an 
“aural reading machine,” was designed and is 
being evaluated by the Battelle Memorial Insti- 
tute of Columbus, Ohio. The machine has three 
essential parts — a small instrument called a 
probe that is held in the hand and moved over 
the printed material to be read, a chassis con- 
taining transistorized oscillators and an amplifier, 
and earphones through which the user listens. 
At the present stage of development, the sounds 
produced by the reader do not resemble those of 
speech but are patterns of musical tones similar 
to chords played on an organ. By interpreting 
these tones, trained users ultimately should attain 
a reading speed of 15 to 30 words per minute. 
Advantage of the machine over Braille is that 
the blind user can read material in normal print, 
including typewritten business correspondence. 
The Battelle reader is about the size and shape 
of a portable radio, weighing nine pounds and 
is housed in a wooden case measuring about 
? x 9 x 8 inches with knobs for volume, light 
intensity, and the electric power switch. 


DERMATOLOGY FOUNDATION 


Another new foundation — the National 
Foundation for Research in Cutaneous Medicine 
— has been formed to support and promote re- 
search in skin diseases. Located at 370 Lexington 
Ave., New York, it aims to promote the advance 
of medical science in the field of cutaneous dis- 
eases, as well as to stimulate, support, and co- 
ordinate research experiments, tests, and studies 
on a broad scale. The foundation also emphasizes 
as a secondary objective the need for an intensive 
educational program geared toward the general 
public on the subject of skin diseases. 


NEW X-RAY AMPLIFIER 


The Rauland Corporation has introduced an 
X-ray image amplifier. It allows the physician 
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{) view an image at least 350 times brighter than 
that on a fluorescent screen and reduces substanti- 
ally the amount of radiation to which both pa- 
tient and physician are exposed during X-ray 
eyamination. The use of a closed circuit televi- 
sic 1 chain linked to the X-ray equipment is 
particularly desirable for large area observation 
of the heart and the abdominal region, permitting 
a medical team to view the TV screen simultane- 
ously and work in a normally lighted room. 


EXERTION AND HEART ATTACKS 


Dr. Arthur M. Master, consultant cardiologist 
at Mount Sinai Hospital, New York, not long 
ago reported that only two per cent of the coro- 
nary occlusions observed in a special study could 
be associated with severe exertion. The percent- 
age of attacks that occurred during sleep, rest, 
and mild, moderate, or severe activity coincided 
with the time of day usuaily spent under these 
conditions. Dr. Masters concluded that the oc- 
currence of coronary occlusions seems to be 
coincidental with what the sufferer was doing 
when the attack occurred, and that the small 
percentage of attacks that happened after exer- 
tion are purely by chance. 


THE DIAPER TREND 


Every industry has its public relations, and 
the diaper service industry has much to say 
about their product. They reported that the 
surgical gauze cotton rectangle is naw America’s 
most popular baby diaper; while the contour, or 
hourglass, diaper is popular with mothers of 
petite, feminine infants. More than 4,000 hos- 
pitals in the United States use diaper services 
for their infant patients. The average baby re- 
quires approximately 7,410 clean diapers during 
the first two years. This boils down to an average 
of 71 diapers per week. 


Is THERE A DOCTOR IN THE HOUSE? 


Most physicians find they get more rest on a 
vacation going as Mr. instead of Dr. This is 
just as well because the majority leave their 
little black bag behind. A Chicago concern is 
making it tough for us by marketing a new pock- 
et size “Doctor’s Bag” — the Medikit. It contains 
24 essential diagnostic instruments and medica- 
tions. Many of the items are of little or no value 
in an emergency; such as measuring tape, skin 
marker, ballpoint pen, and reflex hammer. 
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THE ORIGINAL ZERO 


According to Chemical and Engineering News, 
Fahrenheit — the 18th century scientist — put 
his original zero at the lowest temperature obtain- 
able with ice and salt. A healthy body tempera- 
ture was 12 degrees. The scale was later multi- 
plied by eight so that body temperature became 
96 degrees. Fahrenheit continued to experiment 
and showed that water froze and boiled at con- 
stant temperatures of 32 and 212 on his scale. 
These points became the final standards, and 
shifted the body temperature to 98.6. 


ASTHMA HANDBOOK 


The Allergy Foundation of America has added 
another pamphlet to its series, “Handbook for 
the Asthmatic,” which can be obtained for 25c 
in coin from the Allergy Foundation of America, 
801 Second Avenue, New York 17, N. Y. 


Dr. William C. Beck, former Chicagoan and 
now at the Guthrie Clinic, reports that the simple 
wooden cocktail pick is an inexpensive device 
for removing vaginal secretions for Papanicolaou 
smears. The wide end of the pick is used to obtain 
the material from the vaginal pool. The pointed 
end is used in a rotating manner, to obtain mate- 
rial from the cervical mucocutaneous junction. 
The cost of these cocktail picks is about half that 
of tongue blades. 


Oral enzyme therapy 


This investigation has produced experimental 
and clinical evidence documenting mucosal pene- 
tration, enhanced serum antithrombin activity, 
and impressive anti-inflammatory effects after 
buecally given streptokinase tablets. It appears 
that the buccal or sublingual route for adminis- 
tering streptokinase is clinically feasible. The 
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Protalba, Pitman Moore’s new tablet contain- 
ing pure crystalline protoveratrim A, is the first 
single alkaloid of veratrum available for hyper- 
tension. 


Lilly has two new remedies, each containing V- 
Cillin K, potassium penicillin V. The first, for 
respiratory infections, is a triple layered tablet, 
providing a threeway therapy. One layer contains 
an antihistaminic, another an analgesic, and the 
third an antibiotic — V-Cillin K. The tablet 
produces therapeutic blood levels within 15 min- 
utes, peaks at high levels in a half hour, and 
gives prolonged action. The second, V-Cillin K 
Sulfa contains triple sulfas and is said to be 
valuable in the prophylaxis and treatment of 
mixed infections of the respiratory, gastrointes- 
tinal, and urinary tracts. 


Parke, Davis & Company has introduced Midi- 
cal, a new sulfonamide (sulfamethoxypyrida- 
zine). The prescribed dose is only one tablet per 
day. This greatly reduced and less frequent dos- 
age with minimal side effects offers convenient 
and economic sulfonamide therapy, according to 
the report. 


field of enzyme therapy now acquires a new di- 
mension—namely, that of long-term manage- 
ment of subacute or chronic thrombotic or in- 
flammatory conditions similar to those described 
in this investigation: chronic bronchitis, bron- 
chiectasis, retinal-vein thrombosis, indolent leg 
ulcer, acne, and migratory phlebitis. [. Inner- 
field, M.D. et al. Buccally Administered Strepto- 
kinase. New England J. Med. May 29, 1958. 
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NEWS of the STATE 





ADAMS 

MEETING. Dr. Eugene Lewis, Jr., professor of 
surgery at St. Louis University, spoke on “Diag- 
nosis and Surgical Management of Intestinal 
Obstructions in the Newborn,” at the October 
meeting of the Adams County Medical Society 
at Quincy. 


COOK 


Awarp. Dr. Arkell M. Vaughn was recipient 
of the 1958 Distinguished Service Award given 
by the Mississippi Valley Medical Society. 

New Orricers. Dr. Louis B. Newman, chief 
of the physical medicine and rehabilitation serv- 
ice, VA Research Hospital, Chicago, was elected 
president of the American Academy of Physical 
Medicine and Rehabilitation, and vice president 
of the American Congress of Physical Medicine 
and Rehabilitation at the annual convention in 
Philadelphia. Dr. Newman is professor of phys- 
ical medicine at Northwestern University Medi- 
cal School. 

New officers for the Chicago Society of Allergy 
are: Drs. Harold C. Wagner, president; Israel 
A. Fond, president-elect ; and Bert B. Schoenker- 
man, secretary-treasurer. 

VA. Dr. Edward F. Zimmerman, a_ native 
Chicagoan, has been appointed manager of the 
West Side Veterans Hospital to succeed Dr. Lee 
H. Schlesinger. Dr. Zimmerman joined the VA 
in 1931, two years after being graduated from 
the Loyola University School of Medicine. He 
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was made a diplomate of the American Board of 
Radiology in 1947. 

MeetinG. The Society of Medical History of 
Chicago met October 15 at the Institute of Medi- 
cine. Dr. Robert M. Kark, professor of medicine, 
University of Illinois spoke on “A Prospect of 
Richard Bright on the Centenary of his Death,” 
and Dr. Richard K. Blaisdell, assistant professor 
of medicine, University of Chicago, on “History 
and Mystery of the Spleen.” 

GRANT. Dr. Saul P. Baker, assistant professor 
of medicine, Chicago Medical School, has re- 
ceived a research grant totaling $37,490.00 from 
the National Heart Institute of the U. 8. Public 
Health Service for a three-year study of heparin. 

Dr. Baker will study the relationship of the 
blood enzyme involved in the metabolism of fats, 
especially in its relationship to coronary ather- 
osclerosis, various types of liver disease, and fat 
or lipid metabolism in general. 

First Lecture. “Staff Attitudes and Tran- 
quilizer Prescription” was the subject discussed 
by Dr. Melvin Sabshin, associate director, Psy- 
chosomatic and Psychiatric Research and Train- 
ing Institute, Michael Reese Hospital, as the 
opening lecture in Forest Hospital, Des Plaines, 
Sept. 25. : 

Lecture Series. Dr. T. R. Van Dellen, asso- 
ciate editor of IMJ, opened the annual fall series 
of public lectures at the Museum of Science and 
Industry, September 21, with a talk on the prob- 
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lem of Overweight.” Dr. Max Samter, associate 
professor of medicine at the University of Illinois 
College of Medicine spoke on “Allergies” Septem- 
ber 28. Dr. Frank W. Newell, chairman of the 
section of ophthalmology at the University of 
Chicago School of Medicine lectured October 5 on 
“Eye Injuries in the Home,” and Dr. Frederic A. 
Gibbs, professor of neurology in the University 
of Illinois College of Medicine closed the series 
October 12 with “Masked Forms of Epilepsy.” 

MiscELLaNneous. Dr. William Meszaros, direc- 
tor of diagnostic radiology, Cook County Hospi- 
tal, presented an exhibit on “Scleroderma” at 
the annual meeting of the American Roentgen 
Ray Society at Washington, D. C. 

The first George Howell Coleman Medal of 
The Institute of Medicine of Chicago was pre- 
sented to Dr. George Howell Coleman on Oct. 27. 
This honor was established as an award to a 
physician or kindred scientist who has rendered 
outstanding service to the community above and 
beyond the practice of his profession. 

Drs. Rudolf Dreikurs, William S. Kroger, and 
Bertram B. Moss of Chicago were among the out 
of town speakers at the fifth annual meeting of 
the Academy of Psychosomatic Medicine in New 
York City. Dr. William S. Kroger is their presi- 
dent-elect. 

Dr. Coye C. Mason, Chicago, spoke at the third 
annual meeting of the Michigan Association of 
Blood Banks held in Detroit. 

Dr. James E. Cassidy has been named assistant 
director and chief of the medical unit of the 
Student Health Service of the University of 
Chicago. 

Dr. Edgar Burns, Tulane University Medical 
School, and president, American Board of 
Urology, spoke on “Present Concept of Urologic 
Function and the Factors that Contribute to 
Urologic Training,” at the October meeting of 
the Chicago Urological Society. 


Dr. Arvid Carlsson, associate professor of 
pharmacology at the University of Lund, Sweden, 
spoke on “Pharmacology of the Catecholamines” 
at an October seminar sponsored by the Sigma 
Xi Club at Chicago Medical School. 


GREENE 


MeetinG. The Greene County Medical Society 
held its October meeting in Carrollton and saw 
a film presentation “No. 7 Grand Rounds.” 
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DeKALB 


MeetinG. Attorney Ralph Bogardus, Legal 
Staff, Medical Protective Company, spoke at the 
first fall meeting of the DeKalb County Medical 
Society on “Malpractice Insurance.” 


LAKE 


Puans. Dr. Arthur G. Baker, newly appointed 
Lake County health department director, outlined 
his plans at a recent meeting with the Lake 
county board of supervisors. He said the depart- 
ment will co-operate with highway, school, medi- 
cal, and dental groups in the county. 


LaSALLE 


MeetinG. The LaSalle County Medical Society 
held their October meeting at St. Joseph’s Health 
Resort and Sanitarium, Wedron. Legislators 
from LaSalle County and their wives were guests. 
Dr. Perey E. Hopkins of Chicago, chairman of 
the Medical Service and Public Relations Com- 
mittee and past president of the Illinois State 
Medical Society, spoke on the legislative aims of 
the society. 

A talk and demonstration on “Rehabilitation 
and Physiotherapy” was presented by Dr. H. 
Worley Kendell, medical director of the Institute 
of Physical Medicine and Rehabilitation, Peoria. 

The legislative guests were Congressman Noah 
Mason, Oglesby; State Senator Fred J. Hart, 
Streator; State Representatives Clayton C. Har- 
beck, Utica; Carl W. Soderstrom, Streator ; and 
Joseph P. Stremlau, Mendota. 


McDONOUGH 


Fatt Meetine. McDonough County Medical 
Society held their first fall meeting September 
26, and ran the film “Disorders of the Heart 
Beat.” 


McLEAN 


Honor. Dr. Ray W. Doud of Normal was 
honored in the Community Profile by the Pan- 
tagraph of Bloomington recently. He has devoted 
much of his after office hours to Boy Scout activi- 
ties and in 1957 was given the title of “Normal 
Citizen of the Year.” 


PEORIA 
MeetinG. The Peoria Medical Society held its 
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October meeting at the University Club. Dr. 
T. T. Myers, Mayo Clinic, spoke on “Diagnosis 
and Handling of Stasis Problems of the Lower 
Extremity.” 


GENERAL 

MISCELLANEOUS. ‘Two Chicago area students 
were cited for outstanding scholastic achievement 
by Northwestern University Medical School at a 
Founders day convocation. Philip R. McGuire of 
Lincolnwood received a $50 bond as the man in 
Phi Rho Sigma who contributed most toward 
winning the award. The Roche award, given by 
Hoffman-LaRoche, Inc., for outstanding scholas- 
tic attainment during the sophomore year, was 
presented to Albert D. Newcomer of Dixon. Dr. 
Guy P. Youmans, chairman of the microbiology 
department, delivered the Founders day address. 

TV. WGN-TV now has a Sunday program 
devoted to problems of senior citizens and their 
families. 

LECTURES ARRANGED BY THE ILLINOIS STATE 
MEDICAL Society: 

Tuomas F. Krucuek, clinical assistant in 
psychiatry, Stritch School of Medicine of Loyola 
University, addressed the Englewood Branch of 
the Chicago Medical Society, October 7, on “Psy- 
chiatry for the General Practitioner.” RoBEert 
CuHarLES Levy, assistant professor of medicine, 
Northwestern University Medical School, ad- 
dressed the Branch Society, November 4, on 
“Orinase in the Treatment of Diabetes.” Law- 
RENCE H. RUBENSTEIN, clinical associate in tho- 
racic surgery, the Chicago Medical School, will be 
the speaker on December 2, on “Chest Injuries in 
Automobile Accidents.” 

JEROME F, Sicxiey, LaSalle, addressed the 
Tazewell County Medical Society in Pekin, No- 
vember 4, on a subject in hematology. 

H. Pavut CaARsTENS, associate in medicine, 
Northwestern University Medical School, ad- 
dressed the Austin Kiwanis Club, November 6, 
on “How to Make Widows.” 

JuLius ARONOW, assistant professor of pedia- 
tries, the Chicago Medical School, addressed the 
Lewis School Parent Teacher Association, No- 
vember 13, on “Health of the Grammar School 
Age Child.” 

ORMAND C. JULIAN, associate professor of 
surgery, University of Illinois College of Medi- 
cine, addressed the Kankakee County Medical 
Society in Kankakee, November 18, on “Indica- 
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tions and Results of Surgery in Arterial Dis- 
ease.” 

DaNELY P. SLAUGHTER, associate professor 
of surgery, University of Illinois College of Med- 
icine, addressed a joint meeting of the Lee and 
Whiteside County Medical Societies in Dixon, 
November 20, on “Cancer of the Mouth.” 

Jacop E. Reiscu, Councilor for the Fifth 
District of the Illinois State Medical Society, 
will address a joint meeting of the Montgomery 
and Macoupin County Medical Societies in 
Litchfield, December 3, on “The County Medi- 
cal Society.” 

Rosert B. RuTHERFORD, Peoria, member of 
the American College of Physicians, will address 
the Hancock County Medical Society in Carth- 
age, December 9, on “Medical Emergencies for 
the General Practitioner.” 

Paut C. Bucy, professor of surgery, North- 
western University Medical School, will address 
the Bureau County Medical Society in Prince- 
ton, December 9, on “Parkinsonism.” 

CHARLES IJ. FISHER, associate in medicine, 
Northwestern University Medical School, will 
address the “WHIMS” (Women Helpers in 
Mutual Sharing), December 17, on “Health of 
the Family.” 

GrorcE W. FERENZI, clinical assistant, De- 
partment of Medicine, Stritch School of Medi- 
cine of Loyola University, will address the Stock 
Yards Branch of the Chicago Medical Society, 
December 19, on “Choice of Diuretics in Treat- 
ment of Edema.” 

DEATHS 

Carl R. Ahroon, Jr.*, Bloomington, who grad- 
uated at the University of Maryland School of 
Medicine and College of Physicians and Sur- 
geons in 1932, died August 25, aged 53. 

Samuel Shelhorn Allen*, Macomb, who grad- 
uated at Indiana Medical College, School of 
Medicine of Purdue University, in 1906, died 
September 19, aged 75. 

Stephen Alex Allen*, retired, Freeport, who 
graduated at the Illinois Medical College in 
1904, died August 9, aged 86, of coronary dis- 
ease. He had served on the staffs of the Home 
Hospital and Community General Hospital in 
Sterling. ; 

Julius Auerbach*, Chicago, who graduated at 
the Chicago College of Medicine and Surgery in 
1913, died September 7, aged 75, in Sturgeon 





*Indicates member of the Illinois State Medical Society. 
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Bay, Wisconsin, while vacationing. A Chicago 
physician for 45 years, he was a member of the 
staff of Walther Memorial Hospital. 

Reuben Allen Barker*, Alton, who graduated 
at the University of Virginia Department of 
Medicine in 1917, died August 6, aged 69, of 
cardiovascular accident. He was associated with 
the Wood River Township Hospital in Wood 
River, St. Joseph’s Hospital, and the Alton Me- 
morial Hospital. 

Walter E. Davidson*, Liberty, who graduated 
at Keokuk Medical College, College of Physi- 
cians and Surgeons, in 1901, died recently, aged 
83. 

John R. Durburg*, Chicago, who graduated at 
Loyola University School of Medicine in 1934, 
died September 15, aged 48, in Cape May, New 
Jersey. He was a member of the staff of St. 
Joseph’s Hospital, and clinical instructor in ob- 
stetries and gynecology at Stritch School of 
Medicine of Loyola University. 

Henry Edstrom, retired, Springfield, who grad- 
uated at the University of Minnesota Medical 
School in 1926, died July 17, aged 58, of acute 
coronary occlusion and myocardial infarction. 
He was a member of the American College of 
Radiology. 

Minna E. Emch*, Chicago, who graduated 
at the University of Illinois College of Medicine 
in 1929, died September 28, aged 54. She had 
served as associate in nervous and mental diseases 
at Northwestern University Medical School from 
1936 to 1948; she was consultant to the Elgin 
State Hospital; member of the board of the Illi- 
nois Society for Mental Health; and chairman 
of the committee on membership and education 
of the Chicago Psychoanalytic Society. 

Horace M. Finney*, Chicago, who graduated 
at the Chicago Medical School in 1926, died 
October 8, aged 75. For many years he had been 
examining physician for Chicago Typographical 
Union No. 16, and he had worked as a printer in 
various Chicago newspaper shops. 

Louis J. Gazzolo*, Chicago, who graduated at 
the Chicago Medical School in 1945, died Sep- 
tember 17, aged 45. He was a member of the 
staffs of Michael Reese and Weiss Memorial Hos- 
pitals, 


Arthur Nelson McCord*, Streator, who grad- 
uated at the Chicago College of Medicine and 
Surgery in 1908, died July 24, aged 88, of rheu- 
matoid arthritis. He was a member of the staff 
of St. Mary’s Hospital, and was also a phar- 
macist. 

Frank Tuthill Potts*, Lacon, who graduated 
at Rush Medical College in 1904, died in the De- 
catur and Macon County Hospital in Decatur, 
July 29, aged 82. 

Roscoe Wellington Pratt, retired, Park Ridge, 
who graduated at the College of Physicians and 
Surgeons of Chicago, School of Medicine of the 
University of Illinois, in 1911, died in McHenry 
July 15, aged 68, of carcinoma of the right lung. 

Carl H. Schnaer, Chicago, who graduated at 
Chicago College of Medicine and Surgery in 
1916, died September 24 in Veterans Research 
Hospital. He was 73, 

Charles Edward Shannon*, Chicago, who 
graduated at Rush Medical College in 1926, died 
July 18, aged 60, of coronary occlusion. He was 
a member of the staff at St. Luke’s Hospital, and 
director of the medical bureau of Marshall Field 
& Company. 

Alphonso P. Standard*, Macomb, who gradu- 
ated at the University of Illinois College of Med- 
icine in 1906, died September 11, aged 77. He 
was former chief of staff of the St. Francis Hos- 
pital; the first chief of staff of the new 
McDonough District Hospital; and co-founder 
of the Standard Clinic in 1918. He served two 
terms as president of the McDonough County 
Medical Society, and he was a member of the 
“Fifty Year Club” of the Illinois State Medical 
Society. 

Algernon Henry Waddington, Rockford, who 
graduated at the Chicago College of Medicine 
and Surgery in 1912, died in the Rockford Me- 
morial Hospital July 29, aged 76, of hepatoma 
of the liver with ruptured esophageal varices. 

Carl Emil Zanger*, Chicago, who graduated at 
Northwestern University Medical School in 
1920, died July 17, aged 63, of coronary throm- 
bosis. 


“Indicates member of the Illinois State Medical Society. 
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